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Until the discovery of DECADRON* by MERCK SHARP & DOHME, when your diabetic patients were 
also in need of corticosteroid treatment, you were often faced with a difficult therapeutic dilemma. 
Diabetes mellitus was a recognized contraindication to the use of corticosteroids, since they not 
only aggravated the existing diabetic symptoms, but often precipitated latent diabetes. 


NOW EVEN. 
many diabetic patients 


may have THE FULL 
BENEFITS OF 
CORTICOSTEROID 
THERAPY 


DECADRON—the new and most potent of all anti-inflammatory corticosteroids —is 
remarkable for its virtual absence of diabetogenic effect in therapeutic doses. 


In clinical trials with some 1,500 patients glycosuria 
was noted in only two, transitory glycosuria in another 
two, and flattening of the glucose tolerance curve in 
one. There were no instances of aggravation of existing 
diabetes, no increase in insulin requirements. Patients 
whose diabetes was severely aggravated on predniso- 
lone showed good tolerance when transferred to 
DECADRON. 

MORE patients can be treated with DECADRON than 
with other corticosteroids, because in addition to being 
practically free of diabetogenic activity, therapy with 
DECADRON is also practically free of sodium retention, 


potassium depletion, hypertension, edema and psychic 
disturbances. Cushingoid effects are fewer and milder. 
DECADRON has not caused any new or “‘peculiar’’ re- 
% actions, and has produced neither euphoria nor depres- 


DEXAMETHASONE sion, but helps restore a ‘‘natural’’ sense of well-being. 
*DECADRON is a trademark of Merck & Co., Inc., ©1958 Merck 


to treat more patients ot 
more effectively Gp MERCK SHARP & DOHME 


‘ DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA, 

CONTRAINDICATIONS: Absolute contraindications include active, questionably healed, or suspected tuberculosis, and herpes simplex of 

the eye. Relative contraindications, in which DECADRON must be administered with caution, are acute or chronic infections, peptic 
ulcer, osteoporosis, fresh intestinal anastomoses, diverticulitis, thrombophlebitis, pregnancy, and psychctic tendencies. 
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The Tuberculous Diseases 


FEBRUARY 1959 Number 2 


Originating from Different Species of Acid-Fast Bacilli 


EMIL BOGEN, M.D., SEYMOUR FROMAN, Ph.D., Olive View, and 
DRAKE WILL, M.D., Los Angeles 


e Disease due to the typical human type tu- 
bercle bacillus is rapidly diminishing as a result 
of public health measures and specific chemo- 
therapy. Lesions in man resulting from other 
kinds of acid-fast bacilli are now being recog- 
nized in increasing numbers. Some of these 
bacilli had been seen before but were confused 
with typical M. hominis, others were considered 
to be harmless saprophytes, while others could 
not be found with the methods used. Special 
culture media, different conditions for cultiva- 
tion, new physical, chemical and biological tests, 
and inoculation into a variety of animal hosts 
are now available. With their use more than a 


dozen different strains of human type tubercle 
bacilli, and more than a score of other species 
of acid-fast bacilli may now be distinguished. A 
simple chemical test readily separates the human 
type tubercle bacilli from all other kinds of acid- 
fast bacilli. The differentiation of the different 
human and animal pathogenic acid-fast bacilli 
from the avirulent saprophytes and other harm- 
less mycobacteria presents great difficulties, but 
methods are becoming available which usually 
make this possible. Since the distinction may be 
of great therapeutic and epidemiologic impor- 
tance, the effort should be made. 





TUBERCULOsIs is the oldest disease known to man 
but the terms used to designate it, and their mean- 
ings, have changed over the course of the centuries. 
Hippocrates and other ancient writers described 
under the name of phthisis, a disease characterized 
by thinning of the body and wasting fever, associ- 
ated with cough and expectoration, pain in the 
chest, difficult breathing, rapid pulse, pallor, thirst, 
loss of appetite, flushed cheeks, winged scapulae, 
curved nails, diarrhea or constipation, insomnia 
and loss of voice.’ 

Several hundred years later Celsus, who retained 
the name phthisis for the pulmonary disease, trans- 
lated the Hippocratic term phyma, meaning a nodu- 
lar lesion in the skin, by the Latin twberculum." 

Presented before the Section on Public Health at the 87th Annual 
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Sylvius later used the word tuberculosis to designate 
nodular lesions in the lung.* This name was used 
increasingly thereafter to include a wide variety of 
pulmonary and extrapulmonary lesions character- 
ized by the production of granulomatous masses or 
of caseous necrosis.!® 

The coexistence or succession of phthisis or pul- 
monary consumption with chronic laryngitis, en- 
teritis, fistula in ano, miliary tuberculosis, menin- 
gitis, hydrocephalus, pleural effusion, scrofula, cold 
abscesses or chronic white swellings, lupus, Pott’s 
disease or kyphosis and many other conditions was 
repeatedly noted. Their true relationship, however, 
was seldom suspected and diverse ideas as to etiol- 
ogy!! were entertained. Following the discovery of 
the tubercle bacillus in 1882 its etiological sig- 
nificance in each of these various conditions led 
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to use of the name tuberculosis’ for all of them. 

Since the time of Robert Koch the word twbercu- 
losis has lost its original significance and has come 
to indicate any disease which might be caused by 
the tubercle bacillus. The words tuberculous and 
tuberculosis were indeed restricted to those diseases 
due only to the tubercle bacillus by a formal resolu- 
tion of the National Tuberculosis Association in 
1923.2° Thus no lesions could be called tuberculosis 
unless the bacillus was believed to be present even 
though it might be difficult or impossible to demon- 
strate it, nor could lesions with similar histopatho- 
logic features be called tuberculous if not caused by 
the tubercle bacillus. 

The word tubercular has long been used as syn- 
onymous with tuberculosis in England and by many 
people in other countries, but in the United States 
the specific etiologic connotation has been confined 
to the latter term. For more than three quarters of 
a century the disease twberculosis has been defined 
as any pathologic condition caused by the tubercle 
bacillus regardless of its manifestations.° 

Diseases of the lung characterized by nodular or 
granular appearance, due to many different causes 
varying from simple inorganic silicosis, inanimate 
organic lipoid pneumonia, various bacillary, spiro- 
chetal, fungal or animal caused diseases and many 
whose cause is still unknown, such as sarcoidosis or 
neoplasm, have been grouped together by Virchow 
and other writers under the name of granuloma.”® 
The term tubercular has also been used for many 
years, as prescribed by the National Tuberculosis 
Association, to indicate nodular diseases of any 
cause, including tubercular leprosy, tubercular 
syphilis, sarcoid, or other conditions as well as tu- 
bercular tuberculosis. 

Koch himself recognized that the tubercle bacillus 
is by no means the only acid-fast rod which might 
be discovered. The leprosy bacilli!* had been seen in 
tissues a decade before the discovery of the tubercle 
bacillus, and saprophytic acid-fast bacilli® were 
found in a large variety of other sources soon after 
the discovery of the tubercle bacillus. Pathogenic 
acid-fast bacilli, such as were found to cause disease 
in cattle, birds and even cold-blooded animals were 
designated special types or varieties of tubercle 
bacilli even though their pathogenicity in man was 
questioned by Koch and many others for a long 
time. 

Acid-fast bacilli different from the typical tubercle 
bacilli were found in a wide variety of other types 
of lesions in man besides those characteristic of 
tuberculosis, but in the past these appeared to be 
rare and were generally poorly described and docu- 
mented. They were generally disregarded at the time 
when infection due to human type tubercle bacilli 
was practically universal and up to one-quarter of 
the human race had died from its effects. 


With the widespread institutional segregation of 
vectors of tuberculosis and other public health meas- 
ures during the past century, the incidence of dis- 
ease due to typical human tubercle bacilli has rap- 
idly diminished. The even more successful attack on 
tuberculosis in animals has led to similar decrease 
in the incidence of the bovine and avian tubercle 
bacilli. As a result, other kinds of acid-fast bacilli, 
even though unchanged in absolute incidence, now 
appear more often among positive cultures.! 

Increased interest in the susceptibility of the ba- 
cilli to various bacteriostatic agents, and in other 
differential characteristics, was stimulated by the 
introduction of specific chemotherapy. The changes 
in virulence and other properties of bacilli following 
unsuccessful isoniazid treatment and the introduc- 
tion of new tests for pathogenicity and other char- 
acteristics have focused attention on such differ- 
ences. As a result of this new knowledge and aitti- 
tude, as well as of their relative frequence, “atypi- 
cal,” “anonymous” or other acid-fast bacilli differ- 
ing from the typical human type bacillus are being 
increasingly reported. 

A score of different strains of human type tubercle 
bacilli are now readily distinguishable from the 
much more common typical variety.’ All of these 
have positive reaction to the niacin test of Konno, 
which appears to be highly specific for human 
tubercle bacilli but is negative for all the other 
acid-fast bacilli.® In the recent seventh edition of 
Bergey’s “Manual of Determinate Bacteriology,” only 
human type tubercle bacilli are included under the 
name of mycobacterium tuberculosis.”! If we accept 
this nomenclature, the niacin test alone might sepa- 
rate out these organisms which are responsible for 
more than 95 per cent of all cases of pulmonary 
tuberculosis. 

Many different kinds of mycobacteria besides the 
human tubercle bacilli, however, such as the bovine 
type bacillus, mycobacterium luciflavum, avian tu- 
bercle bacilli, or the battey type bacilli may cause 
pulmonary disease indistinguishable from pulmo- 
nary tuberculosis due to the human type organ- 
isms.* The vole bacillus and the numerous varieties 
associated with extrapulmonary lesions in man and 
warm and cold blooded animals, may not be impli- 
cated in ordinary pulmonary tuberculosis but may 
not be dismissed as saprophytes or nonpathogens.?* 
Many of these organisms were seen in earlier years 
but had been confused with typical tubercle bacilli; 
others had been considered to be harmless acid-fast 
saprophytes, more than a dozen different species of 
which have been recognized. Still others could not 
have been found with the methods then used. 

Special culture media, with the addition of par- 
ticular adjuvants which have been found important, 
or the omission of certain substances such as glycer- 
ine which inhibit some of these organisms; cultiva- 
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tion at different temperatures, especially below body 
temperature; growth at different pH, or under dif- 
ferent gaseous tensions; and inoculation into a vari- 
ety of animal hosts, not previously used, may facili- 
tate the isolation of these organisms. 

The differentiation and identification of the vari- 
ous kinds of acid-fast bacilli cannot be done by any 
single arbitrary criterion. The lesions produced in 
guinea pigs, rabbits and chickens by the human, 
bovine and avian type bacilli, respectively, are quite 
characteristic when present,?” but lack of virulence 
of the organisms in these animals by no means ex- 
cludes the possibility of bacilli which are attenuated 
in this respect but which may still be pathogenic in 
man or other animals. 

In general, slow-growing acid-fast bacilli which 
are not pigmented when grown in the dark are 
likely to be potential or actual pathogens, while 
fast-growing acid-fast bacilli, especially if non- 
pathogenic for mice, are usually saprophytes.* There 
are, however, many exceptions. Some rapidly-grow- 
ing acid-fast bacilli like M. fortuitum, abscessus, 
and balnei are undoubtedly pathogenic for man; 
and some slow-growing mycobacteria, like M. or- 
angeun, the orange scotochrome, are undoubtedly 
saprophytic. 

Similarly, absence of orange pigment, a positive 
reaction to neutral red test!® and strong cording’® 
are useful characteristics of tubercle bacilli. None 
of these characteristics, however, distinguish all 
pathogenic from the non-pathogenic forms of myco- 
bacteria.1* Thus the pathogenic M. fortuitum, M. 
balnei and M. abscessus are noncorded and are neg- 
ative by the neutral red test, and the pathogenic M. 
balnei, M. luciflavum and M. scrofulaceum may pro- 
duce abundant pigment, while some saprophytes, 
like M. “radish” may be neutral red positive or 
corded; and many, like M. smegmatis, are nonpig- 
mented. 

Consideration of colonial characteristics, the rate 
of growth, pigment production in the dark and after 
exposure to light and pathogenicity for mice and 
other animals will separate out most of the different 
strains of mycobacteria.** The identity of some cul- 
tures, however, may be difficult to establish without 
more extensive tests, including intensive study of 
cultural characteristics on a variety of media, the 
use of bacteriophage and various enzymes and sus- 
ceptibility tests as well as animal inoculation. 

Tubercle bacilli which have become attenuated 
for guinea pigs may still produce disease in mice 
and men. The consistent finding, in the discharges 
and tissues of human patients, of M. luciflavum, of 
M. fortuitum, of M. ulcerans and of other acid-fast 
bacilli which also produce progressive disease in 
experimental animals leaves little doubt of their 
virulence for man. Many of the lesions in which 
they are found, as well as those produced in animals, 
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are histologically indistinguishable from those due 
to typical tubercle bacilli. 

In general, the pathogenic varieties of acid-fast 
bacilli are found in the discharges or lesions of ani- 
mal or human hosts. Some of them have also been 
recovered from external sources, such as swimming 
tank water or surfaces, soil or sewage, or they may 
exist otherwise free in nature. Some of them found 
in such places may have been merely deposited 
there by human or animal hosts. Others may actu- 
ally multiply freely outside of the body, but the 
finding of such forms is still quite infrequent. 

The truly avirulent saprophytic varieties, on the 
other hand, may occasionally contaminate human or 
animal materials, in vivo or after leaving the body, 
or this may occur in the course of isolation. Much 
more often and readily, however, they may be found 
in other places, and this would occur even more 
often if more bacteriologic studies were made of 
waters, airs and places. 

The number of cases of human disease caused 
by acid-fast bacilli other than the typical tubercle 
bacillus and leprosy is still too small, and insuffi- 
ciently studied, to indicate the epidemiologic prop- 
erties of the organisms. The differences in incidence 
in different areas is, however, suggestive of endemic 
foci of the diseases.17 Although the mode of trans- 
mission and the way they infect man have not been 
elucidated as yet, their association with human 
lesions, their bacteriological and pathological char- 
acteristics, and the nature of the lesions which they 
produce in experimental animals emphasize their 
close similarity to the tubercle bacillus. 

The terms used for the designation of a disease 
are important, not only in identifying the condition 
and communicating knowledge about it, but also in 
bringing it under the terms of legislation and other 
arrangements which may be of practical signifi- 
cance. Acid-fast bacilli recovered from human mate- 
rials are usually reported as tubercle bacilli by most 
laboratories, or are disregarded as saprophytes. 
When identification is attempted, and infection is 
reported as due to M. luciflavum, M. fortuitum or 
other less common varieties, the health department 
may not accept it as a diagnosis of tuberculosis. 
Thus subsidy is not given for the care of the pa- 
tients and the usual public health measures may not 
be employed. 

If the diagnosis were reported as due to M. tu- 
berculosis of the bovine, avian, luciflavum or for- 
tuitum variety, objection would be raised that the 
latest standard nomenclature of bacteriology does 
not recognize such terms, and that only the human 
bacillus may be called M. tuberculosis. It seems 
feasible, however, to report them as tubercle bacilli, 
although not M. tuberculosis, just as Shigella sonnei 
may be reported as dysentery bacilli but not as S. 
dysenteriae. 
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A diagnosis of tuberculosis rather than merely 
mycobacterial granuloma, or the euphemism Koch’s 
infection, may be of importance both for good or 
for ill to the individual concerned and to his com- 
munity. Not only may it facilitate recognition of 
the nature of the illness by the patient, and thus 
lead him to accept treatment, but it may entitle him 
to financial and social benefits, insurance, pensions, 
veteran’s allowances and various official and unoff- 
cial services. The institution or community in which 
a patient lives may also profit not only from recog- 
nition of the presence of communicability for 
which precautions should be taken and are legally 
enforceable, but also in the receipt of specific state 
subsidies and other benefits which may depend on 
this diagnosis, On the other hand the social and 
financial losses, both to the individual and to the 
community, from the erroneous imposition of the 
diagnosis are obvious. 

Whenever possible, however, the exact identity 
and characteristics of the acid-fast bacillus respon- 
sible for disease process should be determined. Not 
only may this help to establish the relationship of 
the organism to the disease but the clinical behavior 
and prognosis may vary in lesions due to different 
organisms. The finding of tubercle bacillus is gen- 
erally recognized as an urgent indication for a study 
of all persons with whom the patient has been in 
contact, not only for the discovery of the possible 
source of the infection, but also for the discovery of 
other persons whom the patient may have infected. 
The finding of atypical acid-fast bacilli requires fur- 
ther study to determine whether these are variant 
forms of true tubercle bacilli or are other acid-fast 
bacilli which are also pathogenic, or are harmless 
saprophytes. 

Epidemiologic study of the pathogenic acid-fast 
bacilli which are not tubercle bacilli is badly needed. 
The few reports so far available indicate a differ- 
ence in the incidence of these organisms in differ- 
ent populations, but the exact mode of transmission 
and the possibility of animal vectors needs further 
investigation. The finding of M. balnei in skin le- 
sions, for example, indicates specific measures in 
connection with swimming pools; if M. avium is 
found, special study of possible swine or fowl vec- 
tors is indicated; and if M. orangeun is present, 
water and other sources of laboratory contamination 
should be investigated. 

The therapeutic implications of the identification 
of atypical acid-fast bacilli are also important. Not 
only are many of them resistant to drugs which are 
active against typical tubercle bacilli, but some of 
them are highly susceptible to sulfa drugs, to peni- 
cillin and to broad spectrum antibiotics which are 
ineffective against the human type bacillus. The 
dosages needed to give adequate concentrations of 
the drugs against these organisms may also differ. 
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Further study of the indications for other medical 
and surgical measures is needed. Individualization 
of treatment not only by patient but also by type of 
infecting organisms is here highly necessary. 

As more and more is learned regarding the differ- 
ent kinds of tubercle bacilli and other acid-fast 
bacilli, greater and greater advances are to be ex- 
pected in the prevention, diagnosis and treatment 
of the diseases which they may cause. The added 
burden on the laboratory in this differentiation may 
pay high dividends in the control of the granulom- 


atous diseases. 
Olive View Sanatorium, Olive View (Bogen) . 
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The Surgical Treatment of Herpetic Keratitis 


MAX FINE, M.D., San Francisco 


THE REMARKABLE and menacing change which the 
clinical course of herpes simplex infections of the 
cornea has undergone in the past ten or fifteen years 
makes the therapy of this condition the most im- 
portant therapeutic problem in ophthalmology today. 

This change, as has been pointed out by such 
authorities as Thygeson,!? Ormsby,’ Gunderson 
(cited by Thygeson") and others, is expressed in the 
increased number of cases with involvement of both 
eyes, the increased severity of the disease (leading 
to stromal necrosis and perforation in many cases), 
the increased frequency of chronicity and relapse, 
and probably an overall increase in incidence. Some 
observers have attributed these changes to a lowered 
tissue resistance to the virus brought about by the 
increasing use of corticosteroids. Others have ex- 
pressed belief that there has been an actual change 
in the virulence of the herpes simplex virus, possibly 
associated with the widespread use of antibiotics. 
There are well documented reports on the occur- 
rence of corneal perforation concomitant with the 
administration of corticosteroids topically or sys- 
temically. There are also cases in which recrudes- 
cence of dendritic ulcers appeared following topical 
steroid therapy of a disciform keratitis or a rela- 
tively inactive stromal herpetic keratitis. On the 
other hand, many more cases of chronic herpetic 
keratitis have improved after therapy with corti- 
costeroids, and have gone on to healing. In the cases 
to be reported practically all the patients were 
treated with topical or systemic steroids under fre- 
quent and careful supervision, preparatory to 
keratoplasty, and in the great majority there was 
definite lessening of the extent and activity of the 
lesion, often making it possible to encompass the 
lesion with a smaller graft than had been antici- 
pated. These were all cases of chronic, recurrent, 
herpetic keratitis—not cases of acute herpetic kera- 
titis, in which corticosteroids are dangerous as well 
as ineffective. The exact role of the steroids in this 
disease, as well as in therapy in general, has yet 
to be elucidated. 

There is now ample evidence that chemotherapy 
and antibiotics are of no value in the treatment of 
herpetic keratitis except for controlling the second- 


Presented before the Section on Eye at the 87th Annual Session 
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e At present, corneal transplantation is the only 
definitive means of controlling or terminating 
recurrent or chronic herpetic keratitis. Of 48 
keratoplastic operations for various forms of 
corneal herpes, 16 in quiescent cases and 32 in 
eases of active keratitis, all but three brought 
about improvement. 

Recurrence of keratitis in the graft is partic- 
ularly likely if the visible lesion is not excised 
completely and a portion of the graft border lies 
in contact with diseased tissue. 

The mode of action of corneal transplanta- 
tion in improving herpetic keratitis is not clear 
but several possibilities have been suggested. At 
least in chronic stromal herpes the removal of 
diseased and necrotic tissue appears to be a very 
important factor. 


ary bacterial or fungus infections which often take 
place in such corneas. 

At present there is no evidence that an increase in 
the circulating antibody titre will prevent recur- 
rences of herpetic keratitis, or conversely, that such 
recurrences will give rise to an increased antibody 
titre.!° It is therefore not likely that we may look 
to a vaccine or to immune sera for control of this 
disease. Repeated smallpox vaccination, once widely 
used, has not been demonstrated to be of value 
clinically. On experimental and laboratory grounds 
there is no valid basis for it, inasmuch as an increase 
of circulating antibody does not prevent or modify 
the corneal disease. On the other hand, local tissue 
antibodies are increased by an attack of herpetic 
keratitis and this increase has been shown experi- 
mentally to render the cornea relatively insuscepti- 
ble to further injury by the virus, at least for a 
time. This may be of some importance in explaining 
the effects of corneal transplantation in some cases 
of chronic or recurrent keratitis, as will be described 
later. 

SURGICAL METHODS OF TREATMENT 

Total removal of the infected epithelium in early 
cases of dendritic keratitis, or other acute forms, 
while the virus still appears to be limited to the 
epithelium appears to be the only useful method for 
this stage of the disease. The use of iodine, acids, 
alcohol or ether does not seem to add appreciably 
to the effectiveness of this treatment. The injudicious 
use of such chemical agents may even aggravate the 
disease by destroying the tissue-barrier to entrance 
of organisms into the stroma. The use of heat cau- 
tery must certainly be viewed with great caution, 
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because of the greater tissue destruction. In cases 
of disciform keratitis or chronic keratitis, either 
superficial or deep, attempted removal of the dis- 
eased overlying epithelium seldom improves the con- 
dition and frequently makes matters worse, leaving 
a denuded ulcer where formerly there was none. In 
violent cases of dendritic keratoconjunctivitis in 
which most of the cornea becomes involved, the final 
result in terms of corneal scarring is often better if 
no surgical interference is attempted and the disease 
is permitted to run its acute course while such treat- 
ment as may be necessary to combat secondary in- 
fection or uveitis is carried on. 

It is often forgotton in this era of miracle drugs 
and devices that a sliding conjunctival flap, or a 
bridge flap, will frequently lead to healing of a 
chronic herpetic ulcer. When such a flap is applied, 
it is advisable to currette away the adjacent diseased 
epithelium or necrotic base of the ulcer to insure 
adherence. Such a flap is also indicated in cases in 
which perforation has occurred, since it is techni- 
cally difficult to use a corneal graft on the perforated 
globe. If indicated, the flap may be taken down at 
a later date and replaced with a corneal graft. 
Where the cornea has become very thin or a desce- 
metocele has appeared but has not perforated, a 
corneal graft is preferable. 

It has been suggested that the only effective 
method of controlling the recurrences of herpetic 
keratitis would be the total removal of the entire 
cornea.'° The complications of such treatment are 
certain to be worse than those of the disease. Never- 
theless there are numerous cases of chronic and 
recurrent keratitis in which partial or subtotal cor- 
neal transplantation appears to offer therapeutic 
advantages.*® 


INDICATIONS FOR KERATOPLASTY 


It has been found convenient to divide cases of 
herpetic keratitis in which keratoplasty is indicated 
into three groups: (1) Those with inactive posther- 
petic scars, either superficial or stromal, in which 
transplantation is performed primarily for optical 
purposes; (2) cases of prolonged recurrent episodes 
of superficial keratitis either diffuse or circum- 
scribed as in metaherpetic keratitis, or deeper le- 
sions recurring over many months or even years; 
(3) cases of chronic stromal keratitis which persists 
over many months, with or without associated 
uveitis leading frequently to stromal necrosis and 
perforation. Although, in the first group, operation 
is thought of as principally for improvement of 
vision, the increasing frequency of reactivation of 
apparently quiescent corneal lesions after a period 
of many years suggests that keratoplasty also may 
be considered as a prophylactic measure, the proba- 
bility of recurrence being so great. 
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Figure 1.—Upper picture, healed disciform keratitis 
with calcareous degeneration. A few vessels enter the 
opacity from the nasal limbus. Corneal sensitivity was 
poor. Lower, transparent graft one year after operation. 
A small recurrence of keratitis appeared at the nasal side 
adjacent to the narrow remnant of the disciform lesion. 


EFFECTS OF KERATOPLASTY ON HERPETIC CORNEAL LESIONS 


Granted that other methods of treatment are in- 
effective and that replacement of the diseased tissue 
is the only method of therapy available at present 
in cases of severe chronic and recurrent herpes, how 
does such replacement bring about an arrest of this 
disastrously destructive and resistant infection? Sev- 
eral possibilities come to mind: The removal of 
diseased or necrotic tissue or perhaps removal of 
the infective virus. Or there may be a temporary or 
permanent reduction in vascularity in the area, 
which brings about a diminution or inhibition of 
the allergic reaction. It may be that introduction of 
fixed antibodies in the donor tissue has beneficial 
effect. Also to be considered is the possible biologi- 
cal effect of the introduction of new tissue. This 
concept has been supported particularly by some 
European investigators, notably Filatov. 


MATERIAL OF THIS REPORT 


The observations presented in this report are 
based upon 48 keratoplastic operations on 40 pa- 
tients with various forms of corneal herpes. Sixteen 
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Figure 2.—Upper, chronic stromal herpes of six months’ 
duration with large descemetocele and severe iritis. Mid- 
dle, after operation a faint opacity remained beneath the 
clear lamellar graft. Vision was 20/200. Lower, later a 
penetrating graft replaced the lamellar graft. Vision with 
correction was 20/30. 


of the operations were done primarily for visual 
reasons. The lesions were healed, inactive, herpetic 
scars, either diffuse or disciform. In 15 of these 16 
cases the operation was penetrating keratoplasty 
and in one it was lamellar. Thirty-two operations 
were done primarily for therapeutic reasons, that is, 
because of chronic or subacute herpetic keratitis 
which failed to heal over a period of many months, 
for frequent recurrences of herpetic keratitis or for 
necrotizing deep keratitis which threatened to per- 
forate. Of these 32 keratoplastic operations, 22 were 
penetrating and ten lamellar. In many instances, of 
course, the designation of the transplantation as 
“optical” or “therapeutic” cannot be made strictly. 
Often both effects are intended. However, in any 
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case in which keratitis was not completely inactive, 
or in any case in which frequent recurrences had 
taken place up to the time of operation, the opera- 
tion was classified as “therapeutic.” 


RESULTS 


The results in this group of 48 operations confirm 
the view of earlier observers® that corneal transplan- 
tation offers the only effective means of treatment at 
present in cases of recurrent or chronic herpetic 
keratitis. Even in the presence of active uveitis the 
operation seems to be relatively safe if proper choice 
of technique is made. One eye of the 40 operated 
upon in this series was lost, from an expulsive 
choroidal hemorrhage. In all but two of the remain- 
ing patients there was clinical improvement follow- 
ing corneal transplantation, despite the fact that 
there was a recurrence of keratitis following nine 
of the total of 48 operations. The recurrence always 
appeared first where the visible lesion could not be 
completely excised and a portion of the graft was 
in contact with diseased tissue. Clinical improve- 
ment may be effected even in the presence of a 
recurrence in the graft if no other complications 
appear. In one favorable case of optical keratoplasty 
in a healed disciform keratitis the recurrence was in 
the form of a dendritic ulcer, arising first in the 
recipient cornea and spreading into the graft. This 
healed without visual impairment. In the other eight 
the recurrence appeared as an infiltration and vas- 
cularization of the stroma near the line of union. 
It is noteworthy that these nine recurrences were 
relatively mild as compared with the preexisting 
keratitis, at least within the period of observation. 
In no instance was keratitis or uveitis aggravated 
by the surgical procedure. Particularly striking was 
the decided improvement in the inflammatory signs 
following keratoplasty, either lamellar or penetrat- 
ing, in the patients with deep keratitis and stromal 
necrosis. This amelioration occurred so promptly 
and so regularly after operation—within 24 to 48 
hours—that there could be no doubt it was a result 
of the procedure. The cases dealt with herein were 
of three orders: (1) Postherpetic opacities; (2) 
prolonged, recurrent, superficial keratitis with ul- 
ceration (metaherpetic keratitis) and chronic an- 
terior stromal keratitis; (3) severe chronic stromal 
keratitis with necrosis. 


1. The group of cases of postherpetic opacities 
was made up of cases in which the keratitis was 
completely inactive. Some of the opacities were 
superficial scars either diffuse or central, causing 
decided visual defect. Others were stromal opacities, 
usually disciform in type, although in some in- 
stances the disciform character of the lesion was 
obscured by secondary degenerative changes, such 
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Figure 3.—Upper picture, chronic superficial ulceration 
in a 9-year-old patient following herpetic keratitis at one 
year of age. Lower, clear lamellar graft 8 mm. in diam- 
eter. As the cornea was anesthetic, condensation chamber 
spectacles were worn for protection. 


as calcareous or fatty degeneration. Operation in 
these patients was performed primarily for optical 
purposes and it was done not less than a year after 
all activity had ceased. Because the objective in this 
group of patients was visual improvement, penetrat- 
ing keratoplasty, which seems to give better visual 
results in properly selected cases, was carried out in 
all but one case, regardless of whether the opacity 
was superficial or stromal. The slightly greater haz- 
ard of a penetrating operation seemed warranted 
when the lesions were inactive. On the other hand, if 
keratitis is still active or uveitis is present, lamellar 
keratoplasty is to be preferred whenever feasible. 
Exceptions to this rule are (a) cases of circum- 
scribed chronic stromal lesion which does not ex- 
tend to the limbus and can be completely removed 
by a penetrating graft up to 7 mm. in size, and (b) 
cases of necrotizing deep keratitis with a prominent 
descemetocele, making a lamellar graft technically 
very difficult. Often when lamellar keratoplasty is 
performed in cases of the latter kind, the descemeto- 
cele is ruptured, making accurate coaptation of the 
lamellar disc difficult. If the lamellar dissection 
is completed without rupturing the descemetocele, 
the prominence of the bulge likewise makes it diffi- 
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Figure 4.—Upper picture, chronic stromal herpes with 
necrosis and formation of descemetocele. The necrotic 
portion of the cornea was avascular. Lower, an 8 mm. 
penetrating graft was faintly nebulous but at the time of 
last observation had remained unchanged for almost three 
years. There had been no recurrence of herpetic keratitis. 


cult to achieve smooth coaptation of the graft to the 
underlying recipient cornea. 


2. Cases of prolonged recurrent superficial kera- 
titis with ulceration (metaherpetic keratitis) and 
chronic anterior stromal keratitis are the most com- 
mon and the most suitable for therapeutic kerato- 
plasty. Usually there is mild vascularization of the 
cornea, often with only one or two large feeding 
vessels, which can be coagulated at the time of the 
keratoplasty to minimize bleeding. In some cases 
the vascularity is limited to the peripheral cornea, 
the central portion of the cornea remaining avascu- 
lar. This situation is encountered particularly in 
cases of superficial recurrent ulceration (metaher- 
petic). In the cases of this kind included in the 
present report the inflammatory signs were for the 
most part mild, the patient appearing for treatment 
because of recurring episodes of irritation, pain and 
moderate congestion. Although mild uveitis fre- 
quently accompanied these recurrences, none of the 
patients had sufficiently severe iritis to cause visible 
synechias and the pupil could be dilated in all cases. 


3. Severe chronic stromal keratitis with necrosis 
was quite unusual before the past decade. It is now 
quite common, and Thygeson has pointed out the 
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possible relationship between the introduction of 
cortisone therapy and the change in the nature of 
disciform keratitis from a relatively benign disease 
to a rapidly progressing necrotizing lesion. The 
necrosis of the stroma may extend through Desce- 
met’s membrane, causing perforation. More fre- 
quently the resistant internal elastic membrane 
remains intact for a longer period and one or more 
descemetoceles may appear. Severe uveitis is a fre- 
quent complication of this deep form of the disease, 
and hypopyon may occur. Vascularization is usually 
intense at the periphery of the cornea, but the cen- 
tral portion has few blood vessels, and often the 
necrosis and the sloughing of the overlying epi- 
thelium there leads to secondary infection. In the 
cases dealt with in this communication, removal of 
the necrotic corneal tissue by transplantation of 
cornea appeared to influence the course of the dis- 
ease very promptly and very favorably. Even in 
cases in which the transplant did not remain com- 
pletely clear, the congestion of the globe was greatly 
relieved, often within a few days after operation, 
and uveitis subsided. 
655 Sutter Street, San Francisco 2. 
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Treatment of Itching 


A Preliminary Report on Results with a New Oral Antipruritic 


CHARLES S. LINCOLN, JR., M.D., RAY C. NORDSTROM, M.D., and 
ELMER E. BATTS, M.D., Berkeley 


BECAUSE THE CAUSES of pruritic conditions are so 
various and because the peripheral and central 
thresholds for itching differ considerably between 
persons (and in the same person at different times) , 
the treatment of this symptom is often difficult and 
discouraging to physicians. Antihistamine and vaso- 
dilator agents afford only partial or transient relief 
and only in selected types of pruritis; and colloid 
baths and topical lotions and ointments, although 
widely used, also are unreliable as to result and are 
inconvenient to use. 

The ideal antipruritic agent should be rapid- 
acting, easy to administer, effective regardless of the 
cause of pruritis and compatible with treatment di- 
rected at the cause of the itching. Moreover, to be 
ideal, it should not bring about side effects. Tri- 
meprazine (Temaril*), a new phenothiazine deriva- 
tive possessing central depressant,° antihistaminic, 
and antiserotonin activity,? has been reported! ** 
to produce clinical results which give some indica- 
tion that it represents a significant advance toward 
the ideal. This report summarizes our evaluation 
of the clinical efficacy and safety of this new drug. 


METHOD 


During a period of eight months, a series of 215 
(80 male, 135 female) private patients were treated 
for moderate to severe pruritis associated with a 
variety of acute or chronic skin diseases (Table 1). 
The patients ranged in age from 30 months to 78 
years (average age, 39 years). Doses of trimepra- 
zine were based on the severity of the itching and 
ranged from 2.5 mg. (one tablet) daily, taken at 
bedtime, to 10 mg. daily (1 tablet four times a day). 
The usual dose for children was 2.5 mg. twice a 
day; for adults, 2.5 mg. three times a day. The last 
dose of the day was frequently taken at bedtime and, 
in some patients, was increased to twice the usual 
dose to control nighttime itching. The duration of 
treatment ranged from one day (as in urticaria) to 
eight months (as in senile pruritis). The average 
duration of treatment was one or two weeks. Since 
trimeprazine is an antipruritic and has no effect on 

Submitted September 17, 1958. 


*T.M. for dl-10-( 5 emedieleinn 3 eovteiperest) Sheseiliaine 
tartrate, Smith Kline & French Laboratories, Philadelphia, Penna. 
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e A new antipruritic, trimeprazine, was used in 
the treatment of itching associated with a vari- 
ety of dermatologic disorders in 215 patients. 

Good to excellent relief of itching was experi- 
enced by 71 per cent of the patients, fair relief 
by 15 per cent and poor relief by 14 per cent. 

Side effects included mild and transient drow- 
siness or dizziness that cleared spontaneously ; 
six cases of drowsiness that necessitated discon- 
tinuance of the drug; three cases of drowsiness 
that was controlled by reduction of the dosage; 
and one case of generalized eruption that cleared 
upon discontinuance of the drug. 


skin lesions, specific therapy to control the cutane- 
ous disorder was used when necessary. However, 
no other oral antipruritic agents, such as antihis- 
tamines, steroids, tranquilizers or sedatives, were 
used with trimeprazine. Blood specimens were drawn 
from 25 patients, taken at random, before and 
following treatment with the drug to determine the 
effect of trimeprazine on bloodforming mechan- 
isms. Of the patients selected for this part of the 
evaluation, 12 had received the drug for one month 
or less, and 13 for more than a month. 


RESULTS 


Results were considered excellent when the patient 
reported complete and lasting control of itching; 
good when there was substantial or complete but 
transient control; fair when there was partial and 
transient control; and poor when there was no con- 
trol. The results reported by the patients were quali- 
fied by physical examinations of the patient for 
signs of scratching such as excoriation, wheals, 
papules, fissures or crusts. 

By these criteria, 42 (20 per cent) of the patients 
obtained excellent relief; 110 (51 per cent), good 
relief; 33 (15 per cent), fair relief and 30 (14 per 
cent, poor relief (Table 1). Control of itching al- 
most always occurred within an hour after the first 
dose of trimeprazine and was maintained through- 
out the remainder of the day by subsequent doses 
of the drug. Itching was effectively controlled 
throughout the night (the time at which pruritis is 
usually most pronounced) in most patients who re- 
ceived a single dose of trimeprazine at bedtime. 
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TABLE 1.—Results of Use of Trimeprazine for Relief of Itching in 
215 Cases of Pruritus of Various Causes 


Excellent Good Fair Poor Total 


Neurodermatitis 6 4 40 
Contact dermatitis ....... B 9 5 58 
Eczematous eruptions .... 5 4 32 
Pruritis ani, vulvae 

and scroti 
Pruritis, idiopathic 
Seborrhea 
Seborrheic keratosis 
Psoriasis 
Herpes zoster 
Lichen planus 
Dyshidrosis 
Urticaria 
Xanthomatosis 
Pityriasis rosae 
Dermatophytosis 
Dermatitis herpetiformis 2 


Totals 110 33 3 215 
(20%) (51%) (15%) (14%) 


Diagnosis 


~ 
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In no case was the drug antagonistic to specific 
therapy. In patients who had relief of itching, spe- 
cific therapy was more effective and efficient than is 
usually the case, since the healing process was not 
retarded by scratching or irritation of the lesions 
and adjacent skin areas. In addition, the relief of 
itching afforded by trimeprazine made it much 
easier to establish and maintain good patient-physi- 
cian rapport. 

The overall results obtained in the entire group 
(71 per cent good or excellent) were about the same 
as those obtained in each of three diagnostic cate- 
gories within the group that contained enough pa- 
tients (30 or more) to permit comparisons. In each 
of these diagnostic categories—neurodermatitis, 
contact dermatitis and eczematous eruptions—good 
to excellent results totaled 75 per cent, 76 per cent 
and 72 per cent respectively. Further clinical studies 
are required, of course, before it can be determined 
whether these ratios of results would be duplicated 
in all dermatologic disorders. 

There were no significant changes in the content 
of leukocytes in the blood or in the leukocyte differ- 
ential in the 25 patients subjected to hematologic 
study. 

Mild to moderate drowsiness was reported by a 
significant number of patients. In some patients it 
was transient; in others, more lasting. In most cases 
drowsiness was a desirable effect, for it permitted 
patients to sleep better. We found it necessary, how- 
ever, to discontinue use of the drug in six patients 
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who complained of drowsiness so pronounced as 
to interfere with their normal activity. In three other 
patients, drowsiness was controlled by reducing the 
dosage. 

One patient complained of mild and transient 
dizziness which disappeared as therapy was con- 
tinued, and in one other patient a generalized 
eruption appeared after administration of the drug 
and subsided upon discontinuance. 


COMMENT 


Trimeprazine seems to fulfill many although not 
all of the requirements of an ideal antipruritic. Its 
specific antipruritic effect relieved itching in over 
70 per cent of the patients treated, regardless of the 
cause of the pruritis. This is, of course, an improve- 
ment over the effects ordinarily expected with the 
antihistamine and vasodilator agents, colloid baths 
or topical lotions and ointments. While specific ther- 
apy was also required, the relief of itching provided 
by trimeprazine made such therapy more efficient 
and effective, and greatly reduced the sequelae com- 
monly observed in dermatologic conditions—sec- 
ondary infections and excoriation. 


No lessening of effectiveness of trimeprazine as 
therapy continued was reported during this study. 
The convenient dosage form obviated the difficulties 
associated with the use of topical lotions and oint- 
ments, or colloid baths. 


The absence of serious side effects, and the nega- 
tive findings in the small group of patients on whom 
hematologic studies were done, substantiated other 
reports!-*-+ that the drug is safe. Further use of the 
drug is required, however, to describe its clinical 
safety more clearly. 

2915 Telegraph Avenue, Berkeley 5 (Lincoln). 


REFERENCES 


1. Callaway, J. L., and Olansky, S.: Trimeprazine: An 
adjuvant in the management of itching dermatosis, North 
Carolina M. J., 18:320, Aug. 1957. 

2. Parrat, J. R., and West, G. B.: Inhibition by various 
substances of oedema formation in the hind-paw of the rat 
induced by 5-hydroxytryptamine, histamine, dextran, egg- 
white and compound 48/80, Brit. J. Pharmacol., 13:65, 1958. 

3. Pillsbury, D. M., Shelley, W. B., Hambrick, G. W., 
Hamilton, W. L., and Messenger, A. L.: “Temaril”—A new 
antipruritic, The Schoch Letter (Current News in Derma- 
tology) , Nov. 1957. 

4. Schoch, A. G., and Alexander, L. J.: The Schoch Letter 
(Current News in Dermatology) , Nov. 1957. 

5. Unpublished data, Smith Kline & French Laboratories. 





Is Suicide Preventable? 


WueEn Rost* compiled a bibliography of suicide 
some 30 years ago it ran to almost 400 pages; since 
then the literature has at least increased propor- 
tionately as studies are contributed from varied per- 
spectives to this most enigmatic of human phe- 
nomena. 

Recently there have been informed conjectures 
(Kubie’s, for one) that so-called natural death is 
actually the result of disease. In the present seem- 
ingly limitless period of history, it has been postu- 
lated that science will be able to eliminate death. It 
is therefore fitting that we, as physicians, continu- 
ally reexamine self-produced death and the dis-eases 
that make it, for the victim, preferable to life. 

Although statistics on suicide are particularly un- 
reliable, it can be definitely stated that the inci- 
dence currently is not declining. In this country in 
1955 the number of deaths attributed to suicide was 
16,755—more than from all forms of tuberculosis, 
from all diseases of the central nervous system ex- 
cept for cerebral vascular accidents, and over twice 
the number for homicide. 

There is evidence that suicide was more prevalent 
in ancient times.5*7 Mass suicide was more common 
then than it is today. Yet race suicide is now a pos- 
sibility. 

Should the individual attempt or act of self- 
destruction be considered a manifestation of psy- 
chological disease? Most observers believe so, al- 
though there are exceptional situations in which 
suicide appears admirable if not rational. Most sui- 
cides, and especially those within the ken of the 
physician, are not of this order. They are reactions 
either patently or implicitly distorted and inappro- 
priate to the circumstances, at least to the observer. 
They are in essence the final do-it-yourself treat- 
ment; the ultimate examples of the cure’s being 
worse than the disease. But the sick individuals can- 
not understand this at the time. 

A psychiatric study was reported by Ettlinger and 
Flordh? of 500 cases of attempted suicide at a gen- 
eral hospital in Stockholm. Five per cent of the pa- 
tients did not manifest abnormality; the remainder 
ran the gamut of psychiatric diseases. Neurotic de- 
pression in 24 per cent and psychotic depression in 


7 per cent accounted for fewer than a third of the’ 


cases; it is now well recognized that persons may 
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e Among 500 cases of suicide analyzed in Stock- 
holm, fewer than a third were associated with 
depression. Most forms of psychiatric disease 
were represented. Nevertheless, most persons 
give some warning before attempting suicide, 
and these warnings should be the signal for pre- 
ventive action. Centers with trained personnel 
could prevent many suicides, if the potential vic- 
tims were recognized and referred early enough. 
Laymen too should be educated to recognize po- 
tential suicide and help avert it. 


have neither the clinical nor the dynamic features 
of depression yet be suicidal, and conversely many 
depressive patients never attempt suicide. 


Nevertheless, a person suffering from depression 
remains the most dangerous risk. One whom I shall 
not forget was a woman with an aggravated form 
of it. She had apparently been doing adequately 
until her marriage dissolved one year before. 
Despite most forms of treatment she was in mis- 
ery much of the time. On her fourth attempt to 
kill herself, she succeeded. None of these attempts, 
it should be noted, occurred while she was in a 
hospital. I believe that if she had been given more 
security and even less strain than the little she did 
have, in time she might have recovered. It is wise 
to reiterate in any clinical discussion that the per- 
sons who talk about killing themselves are often the 
ones who do. 

Some of the underlying psychological forces 
pointed out by various commentators as associated 
with the act are ambivalence; the triad of the wish 
to kill, to be killed, and the need to die; a deep 
feeling of worthlessness; excessive dependency feel- 
ings; guilt; rage, either internally or externally di- 
rected; the need for atonement and punishment, 
and an attitude of personal excommunication. Hen- 
din has recently noted the serious portent of fan- 
tasies or dreams of fulfillment in death. 

Is there anything more that should be done about 
suicide in this country? Two concomitant ap- 
proaches are suggested: 

The first is the organization of centers, particu- 
larly in cities, where trained personnel would pro- 
vide emergency care and continued treatment of 
suicidal patients. As previously described, such a 
unit is part of a general hospital in Stockholm. In 
Vienna, there is a religious group described by 
Ringel,* its psychiatric director, which devotes itself 
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to care of those who are tired of life. Social work- 
ers, priests and other volunteers participate. Indi- 
vidual psychotherapy is the basic treatment. Ringel’s 
reported results are impressive. In the years 1948 
through 1950, 2,879 persons were treated who had 
made attempts at suicide. By August of 1951, 42 
had made another attempt, but only one committed 
suicide. All patients who were treated before an at- 
tempt had not since tried. 

The other part of the approach is an extensive 
educational program, which seems at least as worth- 
while as the elaborate campaigns to combat cerebral 
palsy and muscular dystrophy. But it will not be an 
easy task to communicate awareness to individuals, 
their families and neighbors that suicide is practi- 
cally always the result of illness which can be cured. 

Finally, returning to the question, “Is suicide 
preventable?”, it is appropriate to recall an obser- 


For Your Patients— 


vation by the anthropologist Benedict! of the Zuni 
Indians, among whom sobriety and moderation are 
valued above all things: “To talk to these people of 
suicide is to court polite incredulity.” 

817 Silverado Street, La Jolla. 
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A Personal Message to YOU: 


As your personal physician I consider it both a privilege and a matter 


of duty to be available in case of an emergency. Consequently, I thought 
it would be a good precaution if—on this gummed paper which can be 


pasted in your telephone book or medicine cabinet—I listed the numbers 


where I can be reached at all times. They are: 


OFFICE 


Sincerely, 


MESSAGE NO. 2. Attractive, postcard-size leaflets printed on gummed paper, you to fill in telephone 
numbers and your signature. Available in any quantity, at no charge, as another service to CMA 
members, Please order by Message Number from CMA, PR Department, 450 Sutter, San Francisco. 
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Therapeutic Donor Insemination 


A Review of 440 Cases 


JOHN O. HAMAN, M.D., San Francisco 


THERAPEUTIC DONOR INSEMINATION has been prac- 
ticed in the United States for a relatively short time, 
although the initial attempt was first made in 1886. 
The practice is rapidly increasing and being accepted 
as a therapeutic measure by a larger portion of the 
population each year. 

In approximately one marriage in six (17 per 
cent) the couple is involuntarily childless, and in 
these marriages about 10 per cent of the husbands 
are either absolutely sterile or so nearly so that 
treatment is hopeless. 

The causes of male sterility are numerous—com- 
plications arising from venereal disease, glandular 
dysfunction undiscovered and untreated until pu- 
berty, intercurrent infections such as mumps orchitis 
and tuberculosis, malignant disease, overexposure 
to x-ray, undescended testicles, untoward results of 
surgical operation (repair of hernia) and trauma. 

The term, therapeutic donor insemination was 
suggested by Dr. Kleegman rather than artificial 
insemination because of the association of the latter 
term with animal husbandry. The former is in reality 
the insemination of humans for the cure of sterility. 
Among the reasons for insemination are azoosper- 
mia, severe oligozoospermia, unfavorable congeni- 
tal qualities, Rh incompatibility and impotency. 

Extreme care must be exercised in the choosing of 
the couples for insemination. The couple must be 
emotionally stable, must recognize the psychclogical, 
emotional and legal consequences that may ensue 
and also recognize that this is a mutual problen— 
one that they must face for the remainder of their 
lives. It is stressed that the potential child should 
be given the most consideration in this method of 
reproduction. 

For this reason, the couple must live up to certain 
standards. They must be good “parent material,” 
and not merely seeking a way to “save their mar- 
riage.” 

The entire process must be explained to the 
couple—the manner in which the donor is selected, 
his fertility, familial history, physical and mental 
alertness, the matching of his racial, physical, emo- 
tional and blood factors with the corresponding 
factors in the husband and wife, the anonymity of 

Presented before a Joint Meeting of the Sections on Urology and 
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@ Of 399 patients inseminated therapeutically 
with the semen of a donor, 303 became pregnant, 
the great majority of them within six months of 
the time inseminations were begun. The average 
number of inseminations was 6.2 and the average 
number of menstrual cycles over which they were 
carried out was 3.55. The greatest number of 
pregnancies occurred between the twelfth and 
the fifteenth day of the menstrual cycle. 

Seven patients had four pregnancies by this 
method, 17 had three and 59 had two. 

Emotional problems related to children of ar- 
tificial insemination were far fewer than those 
associated with adoption. 


the donor, the legal status of the child, the manner in 
which the records are kept in the office, the usual 
time interval before pregnancy occurs and the prob- 
able cost involved. 

After it has been determined that the husband is 
sterile and the mental and psychological make-up 
of the couple studied carefully by the physician, 
there should be a “cooling off” period of one to 
several months before a final decision is made. At 
no time should the physician “push” or try to “sell” 
the method to the couple. 

If there is doubt in the physician’s mind, insem- 
ination should not be started or it should be discon- 
tinued if this doubt arises later. There are numerous 
ways in which the physician can postpone or stop 
the procedure. If any hesitancy develops, the physi- 
cian can inform the couple that a minor infection 
has arisen or that a suitable donor is not available, 
and thereupon discontinue insemination. 

After complete explanation, the “cooling off” pe- 
riod having passed and the physician reassured of 
the stability of the couple and their marriage, a 
consent is signed by both husband and wife before 
a witness (the physician’s secretary or nurse may 
serve) and plans laid for insemination. 

During this interval, the wife has been studied to 
be sure that she is capable of carrying a pregnancy 
safely, that her tubes are open and normal and that 
ovulation occurs in a majority of her menstrual 
cycles. 

Insemination is usually performed one to three 
times per month, the timing being based on past 
menstrual records, on basal body temperature read- 
ings and on the character of the cervical mucus. 
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METHOD 


The method of insemination is simple. The patient 
is placed in lithotomy position on the examining 
table and the vagina and cervix are wiped dry with 
cotton. The cervical mucus is studied for signs of 
ovulation, and the amount and character of the 
mucus is observed—for the presence or absence of 
pus, for Spinbarkeit, fern formation and presence of 
glucose. Occasionally a study of vaginal smears 
is done if the patient’s periods are too irregular. 


Semen from the donor is placed in a plastic cup* 
(first used by Whitelaw)® and inserted into the 
vagina and over the cervix, where suction holds it in 
place. Care must be taken that none of the semen is 
spilled during the insertion. The cup is slipped along 
the posterior wall of the vagina in a horizontal 
position, dome down, until the cervix is reached, 
when a slight downward pressure permits the cup to 
slip over the cervix. In this manner, the cervix is 
constantly bathed in the entire undiluted specimen 
of semen, which is left in place for 24 to 48 hours 
and then removed either by the physician or the 
patient. If the cup is removed in the office, examina- 
tion of the cervical mucus usually will reveal my- 
riads of active sperm (if the insemination was per- 
formed at the time of ovulation) even though 48 
hours have elapsed since the insertion of the cup. 
No preservative or antibiotic such as penicillin is 
added. Ovulation is considered to occur between the 
low point of the basal temperature and the beginning 
of the first sustained rise which follows. 


RESULTS 


The present series included 440 women, 41 of 
whom were still under treatment at the time of this 
report. Of the remaining 399 patients, 303 became 
pregnant (75.94 per cent) and 216 delivered 220 
normal live infants. There were 67 miscarriages 
(22.11 per cent), which was somewhat higher than 
the proportion of spontaneous miscarriages reported 
by Malpes (18 per cent),’ Mall (20 per cent),® 
Whitehouse (17.6 per cent),® Brunner and Newton 
(15.8 per cent) ,1 Cary (10.6 per cent)? and Kleeg- 
man (20.2 per cent).° Twenty patients were still 
pregnant at the time of report, two were lost track of 
and 96 (24 per cent) patients terminated treatment 
for one reason or another. 


In the 303 cases in which pregnancy occurred, 
the total number of inseminations performed on the 
day of ovulation was 700, or 43.2 pregnancies per 
100 inseminations. This compares with my previous 
report® of conception in 23.7 per cent of insemina- 
tions on the day of ovulation. The improvement is 


* Manufactured by Ortho Research Foundation and Milex-Fertilex Co. 
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Chart 1—The numerals across the chart designate the 
day of the menstrual cycle on which fruitful insemina- 
tion was done. 


probably due to improved methods of detecting 
ovulation, which may cast some light on why con- 
ception often does not occur from the copulation of 
normal fertile couples at what they believe is the 
time of ovulation. 


In this series the average number of insemina- 
tions per pregnancy was 6.2, and the average num- 
ber of menstrual cycles that took place before preg- 
nancy was obtained was 3.55. Pregnancy followed 
insemination in a single cycle in 91 cases (30.1 per 
cent), in two cycles in 53 cases (17.5 per cent) and 
in the third cycle in 55 cases (18.21 per cent). Thus 
65.67 per cent of the women became pregnant in the 
first three cycles of insemination. Another 66 women 
became pregnant in the next three cycles, a total of 
265 (87.4 per cent) achieving their goal within a 
six month period. 


Of the 220 children born, 117 (53.6 per cent) 
were male, 101 (46.3 per cent) were female and the 
sex of two is unknown. There were four sets of twins 
(one set of identical males, one set of identical 
females and two sets of mixed sex). There were only 
five abnormalities among the children: One had a 
minimal hairlip, one was jaundiced, one was born 
with a malformation of the hand and two with 
hemangiomic birthmarks (both of these being of 
the same mother and the same donor). 


Fruitful inseminations varied from the 10th to the 
26th day of the cycle, with the great majority (65.31 
per cent) occurring between days 12 and 15 
(Chart 1). 

A total of 95 donors were used—some only once 
or twice, others more frequently. Semen from 40 of 
them did not impregnate any of the potentially fer- 
tile women in the series, even though all donors 
were considered to be normal fertile males by present 
standards. 





DISCUSSION 


The possibility of a donor’s children meeting and 
marrying has been frequently mentioned. In this 
regard it may be noted that in the present series only 
57 per cent of the pregnancies occurred in patients 
who lived within a radius of 50 miles of San Fran- 
cisco, an area having a population of approximately 
three million people; and the remainder were scat- 
tered over a wide area. Hence the chances of un- 
witting incest would seem very remote. 

There have been no complications related to the 
insemination technique since the use of the plastic 
cup was begun in 1948. Previously, when the semen 
was placed in the vagina or into the cervical canal, 
there were five cases of complications—acute pelvic 
inflammatory disease or transient endometritis. 

Not all the 96 cases in which conception did not 
occur should be counted as failures. Twelve patients 
became discouraged after one cycle, 15 after two 
cycles and another 15 after three cycles—making 
a total of 42 (43.6 per cent) who stopped at or be- 
fore the third month. It is probable that if these pa- 
tients had continued, a large majority would have 
become pregnant. Another 25 stopped in the next 
three months. Only four patients continued insemi- 
nations longer than a year. The reasons given for 
termination of treatment included moving to another 
locality, adoption of a child, religious canons, finan- 
cial straits, discouragement, divorce and emotional 
factors. 


PARENTAL ATTITUDE 


Follow-up information of some kind was obtained 
on 216 patients who were delivered of full term 
babies. These follow-ups consisted of letters from the 
patients, Christmas cards and pictures of the parents 
and children, office visits where the children were 
“shown off” or visits to plan for future insemina- 
tions. Letters that arrive from time to time are full 
of appreciation, pride and joy in the child or chil- 
dren, some of whom are now 13 years old. 

Seven patients have had four pregnancies by 
donor insemination, 17 have had three and 59 have 
had two. From the survey of the follow-up data plus 
the fact that 83 women have returned for additional 
inseminations, there is good evidence that therapeu- 
tic insemination has been readily accepted and 
psychologically successful. The child is a child of 
the family, not alone of the wife. Emotional prob- 
lems so often associated with adoption have been 
few. The husband identifies the children as part of 
his wife and gives them parental love and affection. 
In fact, it is usually the husband who first broaches 
the subject of more children by this method. Of 
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the couples who remained in the author’s ken, only 
three are known to have had marital difficulties in 
the ensuing years, none of them directly influenced 
by the inseminations. 


LEGAL NOTES 


No state, province or federal government has any 
law directed toward the regulation of therapeutic 
donor insemination. There have been few court cases 
regarding the legality of the procedure—whether 
there is any criminal culpability on the part of the 
physician, the wife or the donor, the legitimacy 
of the child or the questions of inheritance, custody, 
support and education of the offspring.* 


Seven cases dealing with donor insemination have 
come to trial—one Canadian, two English and four 
American. The foreign cases have no direct bearing 
on therapeutic insemination. In the first American 
case (Hoch vs. Hoch)* the court stated that arti- 
ficial insemination with the semen of a donor is not 
adultery. In the case of Strnad vs. Strnad,* the court 
said that “assuming again that the plaintiff was 
artificially inseminated with the consent of the de- 
fendant, this child is not an illegitimate child.” In 
the case of Ohlson vs. Ohlson,‘ the ruling was that 
“when a child is born within a marriage, by what- 
ever method, there is legal presumption that both 
marriage partners are its parents.” In still another 
decision (Doornbos vs. Doornbos*) however, the 
court ruled that artificial insemination with donor 
semen constituted adultery on the part of the mother 
and that the child was illegitimate. All the foregoing 
decisions were rendered by lower courts, hence were 
simply one trial judge’s opinion and not firmly 
established as precedent. 

Many of the problems that have been discussed 
at various times are disposed of by statutes which 
cover this subject quite adequately even though 
never intended to apply to donor insemination. 
Rather summary disposition can be given to the 
questions of both civil and criminal adultery, failure 
to support the child and the legitimacy and inheri- 
tance of a child who comes under the indisputable 
presumption of Section 1912 of the California Code 
of Civil Procedure. In fact, if the husband is not 
impotent and is cohabiting with his wife, it is 
difficult to find a problem not settled by this indis- 
putable presumption. 


Bills legitimatizing the children conceived by 
therapeutic insemination and giving them the right 
of inheritance, maintenance and support have been 
introduced into several state legislatures, but as yet 

*58 Yale Law Rev., 457-460, 1949. Case Strnad vs. Strnad, 78 


N. Y. Supplement 2nd, page 399. 190 Misc., 786 ( ? ce. WY.. 
1948). Case Doornbos vs. rnbos, 111 Sup. Cr. No. 54 S, 14981. 


+Cited in J.A.M.A., Medicine and the law, April 1955. 
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none has passed. There should be a well organized 
campaign for the dissemination of correct informa- 
tion as to the benefits of the treatment, for the re- 
spectful avoidance of practices contrary to religious 
tenets and for intellectual and dignified countering 
of sensationalistic discussions of the subject. 


490 Post Street, San Francisco 2. 
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Diagnosis and Treatment of Joint Tuberculosis 


SINCE TUBERCULOSIS OF THE JOINTS is not a rarity, 
every joint lesion in which the diagnosis is obscure 
must be considered tuberculous until a definite diag- 
nosis is established. It is only by awareness of the 
probability of such infection that early recognition, 
with the advantage of early treatment, is possible. 
There has been little decline in the incidence of pul- 
monary tuberculosis and it is probable that there has 
been little lessening in the number of cases of dis- 
semination to joints. In the ten-year period between 
the beginning of 1948 and the end of 1957, almost 
six thousand patients with a presumptive diagnosis 
of tuberculosis were admitted to the Weimar Chest 
Center at Weimar, California. Approximately 1 per 
cent of these persons had joint lesions or such lesions 
developed. While absolute data are not available 
there did not seem to be an appreciable difference in 
proportional incidence in men, women and children. 


It is generally agreed that the tubercle bacillus 
enters bone or synovia through dissemination by the 
blood stream from a primary visceral focus. In the 
cases studied the primary focus was pulmonary and 
no bovine type infections were found. A very high 
proportion of the patients had active pulmonary 
tuberculosis and it appeared that most of these pa- 
tients had had pulmonary symptoms for varying 
periods before the appearance of joint difficulty. The 
stage of the primary lesion did not seem to be related 
to the joint disease. In no case could it be established 
that trauma was an etiological factor, but in a very 
small number symptoms were first evident following 
trauma. In these cases it was obvious from the 
progression of the disease that the infection had been 
present before the injury and there was no specific 
evidence that the injury had aggravated it. The 
theory of microtrauma as an etiological factor in the 
localization of the disease cannot be entirely dis- 
missed in view of the frequency of localization in 
the spine, hip and knee. 

The diagnosis of tuberculosis of joints is the 
greatest of problems and there is little new in the 
diagnostic armamentarium. A history of an estab- 
lished diagnosis of pulmonary tuberculosis or of a 
contact coupled with symptoms referable to the 
joints is reason for suspicion and for continuing 
diagnostic procedures. The tuberculin test of Man- 
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e Tuberculosis of the joints is not a clinical 
oddity and a diagnosis of tuberculous infection 
must be considered in all joint lesions if diag- 
nosis is to be made early. A history of insidious 
onset of pain, especially if accompanied by pul- 
monary symptoms or a history of contact with a 
tuberculous person, should alert the clinician to 
the possibility of this diagnosis. The tuberculin 
test, roentgenograms, culture of aspirated fluids 
and biopsy, by anthrotomy or punch, continue 
to be the standard procedures for establishing 
the diagnosis. The differential diagnosis must 
include the entire gamut of bone and joint dis- 
ease. 

Chemotherapy combining streptomycin and 
dihydrostreptomycin with isonicotinic acid hy- 
drazid and para-aminosalicylic acid is of extreme 
value in the eradication of draining sinuses and 
in the advancement of the ideal surgical date; 
but general physical and mentai hygiene, rest 
and the prevention or correction of deformities 
is a continuing therapeutic necessity. Fusion of 
the affected area is advocated in almost all le- 
sions although there is some hope that function- 
ing joints may be preserved with early diag- 
nosis, conservative surgical treatment and more 
efficient antibiotics. A postoperative regime simi- 
lar to the preoperative treatment must be con- 
tinued until the stabilization is firm or until 
there is no evidence of activity. 


toux is very valuable and, while it must be admitted 
that a negative result does not exclude joint involve- 
ment, it does throw considered doubt on the possi- 
bility of such a diagnosis. Conversely a positive 
reaction does not lead to a positive conclusion. 
Analysis of fluids obtained from infected joints or 
communicating abscesses by culture or guinea pig 
inoculation, or both, and biopsy of material within 
a focus are the only means of establishing a positive 
diagnosis. Punch biopsy is a valuable diagnostic 
aid, economically and medically. Enough material 
for adequate study may be taken from the lower 
spine and the superficial joints by means of a punch. 
However, negative findings are inconclusive. 


Roentgenograms are a necessity in determining 
the location and extent of the lesion, but are of very 
little help in early diagnosis. The often described 
roentgenographic evidence of demineralization about 
a focus is of little diagnostic importance and reflects 
a physiological phenomenon discernible only to the 
well trained eye. Roentgenographic evidence of fluid 
within a joint is usually a confirmation of a previ- 
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ously discovered clinical observation. Findings typi- 
cal of a “cold abscess” associated with a destructive 
joint lesion are almost diagnostic, but they are not 
seen early. In the spine it is usual to find destruction 
of the anterior bony cortex of a vertebral body near 
a disc, usually associated with some obliteration of 
the disc space and, very often, involvement of the 
apposing vertebral body. It is not too uncommon 
to see evidence of involvement in two apparently 
unconnected areas, with apparently normal verte- 
brae between. In other joints some destruction of 
the joint cartilage and articular plate associated 
with synovial thickening are typical of the x-ray pic- 
ture. It must be emphasized that these are moder- 
ately late stages but, from an x-ray standpoint, are 
almost the first to be of diagnostic value. 

Correlation of all the studies is of primary im- 
portance in attempting to establish a diagnosis. It 
is by adding to the history and the physical exam- 
ination the relative values of the tuberculin test, the 
bacteriological and pathological analysis and the 
interpretation of the x-ray studies that a definite con- 
clusion can be reached. Isolation of the bacillus of 
tuberculosis is, of course, diagnostic, but is of less 
value than other factors in helping to outline a 
course of treatment and in throwing some light on 
the prognosis. 

The entire gamut of bone and joint disease must 
be considered in the differential diagnosis. The os- 
teochondritides may show certain features on ex- 
amination and on the x-ray film which could be 
confused with tuberculous infection. Similarly, dif- 
ferentiating early osteochondritis desiccans and 
osteochondromatosis may present some problem. A 
normal blood picture, absence of inflammatory 
change and absence of signs and symptoms of a 
primary pulmonary focus are sufficient to distin- 
guish between the infectious and noninfectious proc- 
ess. Some benign bone or synovial tumors resemble 
tuberculous foci but x-ray findings are usually 
sufficient to differentiate between the conditions. 
Biopsy, if necessary, is the final diagnostic proce- 
dure. Acute infections in or near a joint do not 
present a difficult problem. The sudden onset and 
the well known symptoms and physical characteris- 
tics direct the clinician toward the proper classifica- 
tion. Metastatic tumors and various primary bone 
tumors, however, may be confusing factors, espe- 
cially if there is a known pulmonary infection. Meta- 
static tumor of the osteolytic type, where the pri- 
mary lesion is not demonstrated, may be suggested 
by the age of the patient and the x-ray appearance 
of a bone destructive lesion without surrounding 
localized demineralization. Serial x-rays films are 
most informative in such circumstances, for the 
progress of metastatic osteolytic tumor is much 
more rapid than is that of tuberculosis of the joint. 
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For the author, primary tumors of bone have been 
the most difficult to differentiate from tuberculous 
lesions. In one case a multiple myeloma of the spine 
in an elderly person was thought to be a metastatic 
carcinoma, with the possibility of a tuberculous 
spondylitis, as there was active pulmonary disease. 
The diagnosis was established at autopsy. In another 
case a Ewing’s sarcoma of the ilium in a child was 
near the sacro-iliac joint and the possibility of a 
tuberculous infection was considered. In this young 
patient the negative tuberculin reaction and the 
X-ray appearance of some bony proliferation sug- 
gested the proper diagnosis, which was confirmed 
by biopsy. 


TREATMENT 


The technique of treatment will vary with each 
patient. The general therapeutic aim is to effect an 
arrest in the shortest possible time; but time is not 
the primary consideration and haste should be madeé 
slowly. The general condition of the patient, the state 
of the primary infection and the phase of the local 
infection are the deciding factors in the therapeutic 
time table. The established principles of general 
physical and mental hygiene, rest and the prevention 
or correction of deformities are as important today 
as they were before the introduction of chemother- 
apy. During the acute phase, rest by immobilization 
must be adequate and continuous. Putting on a well- 
fitting plaster cast is still the best way to immobilize 
the extremities. A revolving bed is superior to a 
plaster shell or a Bradford frame for immobilization 
of the spine and is ideal for children before and after 
operation. Deformities are not serious problems and 
are usually confined to the lower extremities. Light 
traction for flexion deformities of the hips and 
knees is almost universally successful and should be 
continued until complete correction is obtained. No 
attempt should be made to correct the kyphosis or 
minor scoliosis so often present in spondylitis, lest 
the physiological barriers to the spread of infection 
be broken down and general or local budding take 
place as a result. The kyphos of the average patient 
is not disfiguring and is reduced by removal of the 
spinous processes at the time of fusion. 


The greatest advances in treatment followed the 
introduction of chemotherapy, which not only led 
to changes in the treatment of the pulmonary dis- 
ease, but brought more rapid improvement in the 
general well-being of the patient. Also it made possi- 
ble more adequate treatment by pulmonary opera- 
tion and in general shortened the period of activity 
of the pulmonary disease. It was, of course, of equal 
orthopedic value through its effect on tuberculosis 
of the joints, where it reduced the active phase, had 
beneficial effect on draining sinuses and thus per- 
mitted earlier definitive operation. It was recognized 
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early that drug therapy had a very definite effect 
on the previously feared, and often fatal, lesions that 
were complicated by draining sinuses which, more 
frequently than not, were secondarily infected. With 
drug therapy the sinuses ceased to drain, healed and 
stayed closed. 

With the ameliorating effect of chemotherapy, 
neither aspiration nor incision of an abscess is a 
dangerous procedure. Incision and drainage has 
certain advantages over aspiration and does not 
add to morbidity. Certainly an abscess that seems 
about to rupture must be drained by surgical means. 
Excision of abscesses in the paravertebral region 
has been advocated by various investigators. The 
author has seen no cases in which this procedure 
seemed indicated and has had no experience with it. 
The operation cannot remove the focus of infection 
and is not without surgical risk. The accumulated 
experience with the procedure and the length of ob- 
servation of results are insufficient to permit definite 
conclusions. Earlier diagnosis and more adequate 
early treatment should result in a decrease in lesions 
requiring such treatment. 


The effectiveness of drug therapy is dependent 
on the use of a drug or a combination of drugs 
which will destroy the pathogens, without leaving 
resistant strains, yet have the least toxic side effects. 
Experience at the Weimar Chest Center has led to 
the conclusion that resistance is slow to appear 
when treatment combining streptomycin and dihy- 
drostreptomycin with isonicotinic acid hydrazid and 
para-aminosalicylic acid is used. Also the toxic effect 
is less than with some of the other drugs suggested 
for long term treatment. The combined therapy is 
used in all cases in which joint tuberculosis ‘is sus- 
pected and is almost always begun before the diag- 
nosis of the joint lesion is established. It is 
continued through and after operation until the de- 
sired result of the operative procedure is obtained. 
Continued use after a fusion is solid is not 
considered necessary except as it may be indicated 
for disease elsewhere. The dosage for adults has 
been standardized as follows: Streptomycin and 
dihydrostreptomycin, 1 gm. parenterally every other 
day; isonicotinic acid hydrazid, 300 mg. daily by 
mouth; para-aminosalicylic acid, 12 gm. daily by 
mouth. For children the dosage of mixed strepto- 
mycin and dihydrostreptomycin is computed on the 
basis of 40 mg. per kilogram of body weight, every 
other day; and the daily amount of isonicotinic 
acid hydrazid is 5 mg. per kilogram and of para- 
aminosalicylic acid, 25 mg. per kilogram of body 
weight. 

In the light of present knowledge is cannot be 
proved that a functioning joint is a safe joint. Hence, 
ankylosis of the affected area is the treatment of 
choice. Resection of nonweight bearing joints has 
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been advocated in selected cases but it is impossible 
to remove all infected material and there is no assur- 
ance that there will not be a later recurrence. The 
possibility of partial synovectomy when tuberculous 
infection is confined to the synovium is being ex- 
plored and does offer some hope if the diagnosis 
is made very early, before there is cartilage or bone 
destruction. It is possible that with greater diagnos- 
tic acuity, salvage will increase. The development 
of more efficient antibiotics will also play a part in 
achieving that goal. 

Except for the occasional clinical rarity, stabiliza- 
tion must be the ultimate objective of treatment, 
and it is of littlke moment what method is used. 
Preferably the operation should not be done until 
the primary focus is in the tertiary period and the 
local lesion has reached a chronic state. There is 
no reason to avoid intraarticular operations in the 
joints of the extremities, and they are often superior 
to attempts at extraarticular fusion. The approach 
is more positive, the articular debris may be evacu- 
ated and a solid fusion is more probable. 

In fusion of the knee it is common to open into 
rather large abscess cavities but these wounds heal 
readily and present no profound postoperative prob- 
lems. In fusion of the spine, seldom is purulent ma- 
terial encountered when the posterior approach is 
used; but even if an abscess is opened, it is to be 
expected the wound will heal per primum. In almost 
all hospitals dealing with tuberculous patients a store 
of resected ribs is available, and they are very use- 
ful in augmenting arthrodesis. Using bone from 
this supply is of major importance in children, for 
removing enough bone from the pelvis of the pa- 
tient for this purpose might be difficult or might 
cause pelvic deformity. In spinal fusions, small frag- 
ments of the ribs are used to supplement the usual 
fusion bed. In joints of the extremities, larger frag- 
ments bridging across the joints add stability and 
supply a framework for bone formation by creep- 
ing substitution. The possibility of cross infection 
by the use of infected bone must be considered, but 
there has been no evidence of this in the cases so 
treated. From a medico-legal standpoint such bone, 
if preserved and stored under the usual prevailing 
methods, should never be used in a nontuberculous 
patient. 

There is some controversy as to how old a child 
should be before fusion is attempted. It is rather 
universally accepted that a spinal fusion may be 
done at any age and will not materially influence 
growth or cause the production of deformities. As 
to the joints of the extremities, no hard and fast 
rules are available. The problem of growth follow- 
ing arthrodesis and the difficulties of obtaining a 
firm fixation must be considered individually. It is 
believed that operative intervention around an epi- 
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physis will cause little or no more shortening of an 
extremity than will the destruction of the disease 
with the concomitant loss of use. If a generality is 
permissible relative to the age at which fusion of 
joints of the extremities should be done, it would be 
as soon as it appears probable that firm fixation is 
attainable. The ideal positions for fixed joints are 
well known. The position should be suited to the 
individual patient. 

Postoperative care is, in essence, a return to the 
treatment used before operation and must be con- 
tinued until there is positive evidence of firm bony 
ankylosis. Chemotherapy should be continued and 


For Your Patients— 


the joint held rigidly immobile. Roentgenograms 
made at regular intervals are the deciding factor in 
determining the degree of bony union and the ac- 
tivity of the lesion. Continued activity is conclusive 
evidence that the fusion is not solid. This evidence 
is of great value in dealing with lesions in the tho- 
racic spine, for it is difficult there to determine the 
solidity of the fixing mass. Chemotherapy should be 
continued as long as there is evidence of activity. 
For a period of at least two years after operation, 
roentgenograms should be made every six months to 
determine stability or activity. 
2909 J Street, Sacramento 16. 


Certainly, let’s talk about fees... 


In this day and age I think we all are faced with many similar financial problems. 
Though our incomes may be derived from different sources, our expenditures, for the 
most part, consist of food, clothing, shelter and other expenses including medical care. 

As your personal physician, you realize my income is solely from my fees; fees which 
I believe to be entirely reasonable. However, should you ever have any financial worries, 
I am most sincere when I say that I imvite you to discuss frankly with me any questions 
regarding my services or my fees. The best medical care is based on a friendly, mutual 
understanding between doctor and patient. 


You've probably noticed that I have a plaque in my office which carries this identical 
message to all my patients. | mean it— 


Sincerely, 


MESSAGE NO 3. Attractive, postcard-size leaflets, you to fill in signature. Available in any quan- 

tity, at no charge as another service to CMA members. Please order by Message Number from CMA, 

PR Department, 450 Sutter, San Francisco. (If you do not have the plaque mentioned in copy, let us 
know and it will be mailed to you.) 
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Psychotherapy of Alcoholics 


The Concept of Psychotherapeutic Motivation 


KEITH S. DITMAN, M.D., ALLEN J. ENELOW, M.D., and 
CRAIG MacANDREW, Ph.D., Los Angeles 


CERTAIN KINDS of behavior in psychiatric patients 
lead to a better outcome of treatment than certain 
other kinds of behavior. For instance, a patient who 
comes to most of his appointments on time, speaks 
readily and verbalizes his inner experience easily is 
considered a well-motivated patient. On the other 
hand, a patient who misses appointments, comes 
late or does not speak is considered poorly moti- 
vated. In other words, the patient’s compliance with 
the requirements of therapy is used to define his 
motivation. If he does not or cannot do what the 
“rules of the game” of the therapy demand, his 
motivation is considered to be poor. This of course 
does not imply that a patient who is able to follow 
the requirements of treatment is certain to be suc- 
cessfully treated, or that all unsuccessful treatments 
can be explained in terms of the patient’s inability 
in this regard. Nor does it imply that no patients 
who are considered on these grounds to be poorly 
motivated are ever successfully treated. But, by and 
large, that behavior which is termed poorly moti- 
vated by this definition correlates highly with un- 
successful results from psychotherapy. 

How well motivated are alcoholics by this stand- 
ard? Hayman’s 1955 survey of the membership of 
the Southern California Psychiatric Society indi- 
cated that most psychiatrists questioned preferred 
not to treat alcoholics, as they considered them “too 
poorly motivated” to benefit from psychotherapy. 
These psychiatrists felt so strongly about this that 
44 per cent of them reported that they did not take 
alcoholics into treatment at all. And indeed the be- 
havior of alcoholic patients in treatment is fre- 
quently not such as to meet the requirements of 
therapy. They frequently miss appointments and 
very often stop treatment soon after beginning. It is 
not uncommon for alcoholic patients to come to 


From the Alcoholism Research piel Department of Psychiatry, 
UCLA Medical Center, Los Angeles 2 

(The Alcoholism Research Soe | is supported by a grant from the 
anon < Alcoholic Rehabilitation, State of California Department 
of Public H SS 

Presented before the Section on Psychiatry and Neurology at the 
87th Annual Session of ~ California Medical Association, Los An- 
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e The psychiatric patient’s compliance with re- 
quirements of therapy (attendance, responsive- 
ness, verbalization, etc.) often is adopted by the 
therapist as the chief criterion of motivation for 
cure. By these standards alcoholics often are 
judged to be poorly motivated and unsuited to 
the therapist’s mode of therapy. In such cases, 
the method may have to be adapted to the case, 
and a more permissive attitude taken toward the 
patient’s apparent noncooperation. 


their appointments drunk. Frequently they get into 
trouble, lose jobs or are jailed, and as a result do 
not continue with regular appointments. Under the 
conditions of therapy usually employed, such con- 
duct is considered evidence of poor motivation. 

When a patient is imputed to have poor motiva- 
tion, the evaluating therapist may well be saying— 
among other things—“This patient’s behavior is not 
what my method of therapy requires.” In this con- 
nection, it might be well to ponder the methodologi- 
cal truism that the problem (in this case the nature 
of the patient) should determine the method. 

As a logical exercise, let us consider how the kind 
of behavior that is regarded as evidence of poor mo- 
tivation could be evaluated differently. Logically, the 
less that is required of the patient, the fewer would 
be the kinds of behavior that could be viewed as dis- 
ruptive or incompatible with treatment. The ulti- 
mate, then, would be to dispense with all behavioral 
requirements from the patient except his physical 
presence. Such psychotherapy would look quite dif- 
ferent from anything we now generally practice. For 
example, the patient would no longer be required 
to speak, and if he did choose to speak the manifest 
content of his verbal communications would be 
solely up to him. When such freedom or seeming 
anarchy is allowed, as the authors have done experi- 
mentally, a different attitude prevails. The only be- 
havior which can be considered in opposition to op- 
erative behavioral proscription is the patient’s fail- 
ure to come to treatment at all! 


University of Caifornia at Los Angeles School of Medicine, Los An- 
geles 24 (Ditman). 
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Radiographic Signs of Acute 


Suppurative Cholecystitis 


JAMES J. McCORT, M.D., San Jose 


THE CLINICAL FINDINGS in acute cholecystitis are 
well known and when they follow the classical pat- 
tern the diagnosis is readily made. When the symp- 
toms or signs are atypical, the plain film radio- 
graphic examination is helpful. In a few instances 
the radiographically shown complications of acute 
cholecystitis make operation imperative. 

In a 12-month period, 35 patients were admitted 
to the Santa Clara County Hospital with symptoms 
and signs of acute cholecystitis. Twenty-six of them 
had preoperative roentgenograms and in 17 of the 
26 confirmatory evidence of an acute inflammatory 
process in the gallbladder was found. 


Pathologic Features 


The pathologic sequence of acute inflammatory 
changes in the gallbladder is initiated by stasis or 
obstruction. Occlusion of the cystic duct by stone or 
inflammatory exudate results in the retention of bile 
and produces a tense, swollen gallbladder.® Bacterial 
infection is soon superimposed and if drainage does 
not occur spontaneously the infection will extend 
through the wall of the gallbladder, At this point 
there is swelling and edema of contiguous struc- 
tures. The gallbladder wall will undergo necrosis and 
perforation follows, first with localized and later 
with generalized peritonitis. 


Technique of Examination 


The roentgen diagnosis of acute inflammatory 
processes within the abdomen has been described in 
the past by Laurell,® Friman-Dahl* and Young.'* 
The diagnostic value of preliminary plain film ex- 
amination is well proven. For this reason patients 
admitted to the Santa Clara County Hospital with 
signs and symptoms indicating infection or tumefac- 
tion in the abdomen are routinely examined radio- 
graphically. Three films of the abdomen are taken: 
(1) An anteroposterior in the supine position, (2) a 
posteroanterior in the upright position (if the pa- 
tient is able to cooperate; otherwise, prone), and 
(3) a left lateral decubitus film. Serial abdominal 
films are taken when the diagnosis remains in doubt. 

How the patient is dealt with then depends on 
analysis of these three films and a correlation with 
_ Presented before the Section on Radiology at the 87th Annual Ses- 
son 135 California Medical Association, Los Angeles, April 27 to 
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e In a recent series of 26 pathologically proven 
cases of acute cholecystitis, preoperative radio- 
graphic examination of the abdomen confirmed 
the presence of an inflammatory process in 17. 

The radiographic signs associated with acute 
suppurative cholecystitis are: 


1. Enlargement of the gallbladder, as indi- 
cated by separation or alteration in position of 
opaque calculi or indentation of adjacent bowel. 


2. Localized peritoneal irritation, manifested 
by (a) ileus of hepatic flexure of colon; (b) - 
ileus of duodenal loop; (c) effacement of haus- 
tra of the hepatic flexure or valvulae conni- 
ventes of the duodenum; (d) obscuration of fat 
line marking inferior border of liver. 

3. Cholecystitis emphysematosa. 


4. Perforation of gallbladder, which if local- 
ized (retroperitoneal) is manifested by bubbles 
of gas in the gallbladder bed. If generalized (in- 
traperitoneal) the signs are adynamic ileus of 
small and large bowel, increased intraperitoneal 
fluid, subdiaphragmatic abscess and plate atelec- 
tasis of right lung base. 


Visualization of the gallbladder and biliary 
tree after intravenous cholecystography rarely 
occurred in the presence of acute cholecystitis. 

Plain film examination of the abdomen aids 
in establishing the diagnosis of an acute cholec- 
stitis and leads to the early recognition of com- 
plications such as perforation and peritonitis. 





the clinical findings. A patient with a perforated 
viscus is prepared for immediate operation. If uri- 
nary abnormalities are present, an intravenous uro- 
gram is carried out. When there is indication of 
large bowel obstruction, the colon is studied by 
barium enema. If small bowel obstruction is indi- 
cated, the patient is given 100 cc. of 25 per cent 
Hypaque® solution, or 3 ounces of barium mixture, 
by nasogastric tube and hourly films are taken. 

When disease of the gallbladder is suspected, an 
intravenous cholecystogram is obtained. In the pres- 
ent series, visualization of the gallbladder or the bile 
ducts occurred only once in the presence of acute 
inflammation. Thus, visualization of the gallbladder 
seems strong evidence against acute cholecystitis, al- 
though it does not exclude that diagnosis. 


Radiographic Signs 
An acutely inflamed and obstructed gallbladder 
tends to increase in size. (Ordinarily the gallbladder 
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Figure 1—Enlargement of gallbladder shown by widely 
separated stones. The patient, a 54-year-old woman, had 
had abdominal pain for a week and jaundice for four 
days. A mass was palpable in the right upper quadrant 
of the abdomen, and results of laboratory tests were in- 
dicative of extrahepatic biliary obstruction. A preliminary 
film of the abdomen showed the liver edge to be low in 
position. There was a smoothly rounded mass in the right 
abdomen lying over the sacroiliac joint (black arrows). 
It contained widely separated stones. These observations 
were compatible with a distention of the gallbladder. The 
larger calcification superior to the mass as well as the 
two clusters of three calcifications close to the midline 
(white arrows) were identified at operation as being in 
the omentum. 

At operation the liver was observed to extend 7.5 cm. 
below the right costal margin and was somewhat nodular. 
The gallbladder was about three times normal size and 
contained many small stones. Pronounced edema and in- 
flammation was noted about the common duct, cystic duct 
and Hartmann’s pouch. The head of the pancreas was 
indurated and there was amorphous material in the com- 
mon duct. Microscopic study of the gallbladder showed 
acute and chronic cholecystitis with cholelithiasis. 


cannot be delineated radiographically from the sur- 
sounding soft tissue structures because it is of iden- 
tical density.) If it contains radiopaque stones, it is 
readily identified. Wide separation of gallstones or 
a decided alteration in position of stones between 
the prone and upright films indicates the gallbladder 
is distended with fluid (Figure 1). Unfortunately, 
less than one-fifth of gallbladder stones contain 
enough calcium to be visualized on a plain film.** 
The enlarged gallbladder may make itself evident 
by indenting or displacing the adjacent bowel loop 
(Figure 2) .1* These loops are usually distended with 
gas (as in Figure 2), causing the “pelotte-effect” 
described by Friman-Dahl.5 Careful inspection is 
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Figure 2.—Indentation and downward displacement of 
the colon by an enlarged gallbladder. On the morning of 
admission the patient, a 72-year-old white man, had non- 
radiating epigastric pain. The abdomen was flat. Rigidity 
and tenderness to palpation was noted in the right upper 
quadrant. Leukocytes numbered 10,500 per cu. mm., 80 
per cent segmented forms. A film of the abdomen taken 
after admission showed the hepatic flexure and transverse 
colon to be filled with gas. The hepatic flexure was dis- 
placed downward and its superior margin was indented 
by the dilated gallbladder (black arrows). Further, the 
margins of the colon which are in contact with the gall- 
bladder are rendered indistinct by the associated inflam- 
matory process, 

At operation the gallbladder was found to be extremely 
enlarged, thick-walled, inflamed and distended. Sur- 
rounding it were a moderate number of omental adhe- 
sions. The gallbladder was removed and upon microscopic 
examination the wall was observed to be greatly thickened 
and edematous. Recovery was uneventful. 


necessary to distinguish the distended gallbladder 
from the lower pole of the right kidney. 

Localized peritoneal irritation will result in ileus 
of the adjacent bowel.’ This is most common in the 
hepatic flexure of the colon (Figure 3). It is neces- 
sary to differentiate this dilated and atonic hepatic 
flexure from the chance occurrence of localized fla- 
tus. Placing the patient in a decubitus or upright 
position will usually cause flatus to pass along the 
colon. An atonic segment will remain dilated. 

The next most common site of ileus, in the present 
series, was the second portion of the duodenum. 
Because of its close anatomical relationship to the 
gallbladder and its attachment to the liver by the 
hepatoduodenal ligament, it is easily subjected to 
irritation (Figure 4). 
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Figure 3.—Ileus of hepatic flexure. The patient was a 
white woman 30 years of age who entered the hospital 
with a history of stabbing pain in the right upper quad- 
rant of the abdomen following the ingestion of fatty 
foods. Nausea and vomiting were present. On the third 
hospital day the temperature reached 104°F. and leuko- 
cytes numbered 11,400 per cu. mm. A plain film of the 
abdomen showed a localized ileus of the hepatic flexure 
(arrows). The liver edge was obscured. 

At operation the gallbladder was seen to be red, ede- 
matous and thickened. It was full of pus and contained 
12 stones. Edema extended down to and included the 
hepatoduodenal ligament. 


Figure 4.—Dilatation of the duodenum due to acute 
cholecystitis. The patient was a 23-year-old woman who 
was admitted with localized and progressively severe epi- 


gastric pain which had begun some 12 hours earlier, 
shortly after a breakfast consisting of bacon and fried 
eggs. Bowel sounds were hypoactive and there was very 
pronounced tenderness in the right upper quadrant of 
the abdomen, associated with a questionable mass. The 
film of the abdomen showed pronounced dilatation of the 
second portion of the duodenum (black arrows). The 
lateral aspect of the duodenum was indented by the en- 
larged gallbladder and the margin of the duodenal wall 
in contact with the gallbladder was rendered indistinct 
by the associated inflammatory reaction. 

At operation the cholecystoduodenal ligament and the 
gastrocolic ligament were observed to be thickened with 
edema and inflammatory reaction. The gallbladder was 
distended to approximately twice normal size and showed 
an early necrotic exudate over the fundus. Edema ex- 
tended down over Hartmann’s pouch and through the 
area of the lesser sac and foramen of Winslow. Also 
observed were vascular engorgment and distention of the 
peritoneal reflection over the cystic and common ducts as 
well as the adjacent vessels. A stone was found in the 
cystic duct. 
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Figure 5.—Obscuration of the liver edge caused by acute 
inflammation of the hepatoduodenal ligament. The patient 
had constant, cramping and nonradiating epigastric pain 
of 24 hours duration. Moderate guarding in the right 
upper quadrant of the abdomen was noted. No masses 
were palpable. The temperature was not above normal 
range. Leukocytes numbered 14,700 per cu. mm.—80 per 
cent segmented forms. On the plain film of the abdomen 
the line of diminished density which defined the lower 
border of the liver was obscured (black arrows). The 
layer of pericolic fat believed to cause this line was ob- 
scured by the inflammatory edema. In contrast the lateral 
border of the liver and the inferior border of the spleen 
were sharply defined (white arrows). 

At operation the gallbladder was large and tense and 
contained several large stones. The wall of the gallbladder 
and the gastrohepatic ligament were decidedly indurated, 
which obscured all structures in the gastrohepatic liga- 
ment. 


Figure 6.—Effacement of the valvulae conniventes of 
the duodenum due to edema of the duodenal wall, The 
patient, an obese 20-year-old girl, was five months preg- 
nant when admitted with abdominal pain in the right 
upper quadrant one and a half days’ duration. She gave 
a history of two previous attacks. The uterus was enlarged 
almost to the umbilicus. The temperature on admission 
was 102°F. and leukocytes numbered 24,300 per cu. mm. 
—86 per cent segmented forms. The preliminary film of 
the abdomen showed pronounced dilatation of the second 
portion of the duodenum. The anatomical location and 
the absence of fecal material identified this dilated loop 
as duodenum (black arrows). The valvulae conniventes 
were completely effaced by the inflammatory process. 

At operation the gallbladder was found to be twice 
normal size and its wall decidedly thickened and edem- 
atous with extension of the acute reaction into the portal 
triad. The cystic duct was also swollen but not dilated. 
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Figure 7.—Acute cholecystitis with perforation into the 
gallbladder bed. The patient, a woman 53 years of age, 
was well until five days before admission when vomiting, 
nausea and severe pain in the right upper quadrant of the 
abdomen developed. The abdomen was protuberant and 
bowel sounds were hyperactive. The film of the abdomen 
revealed a large, pear-shaped mass consistent with an 
enlarged gallbladder surrounded by bubbles of gas along 
its lateral aspect (arrows). The mass depressed the he- 
patic flexure and the transverse colon. A film of the chest 
showed plate-like areas of atelectasis at the right lung 
base, presumably due to splinting of the diaphragm. 

At operation, the gallbladder was found to be perforated 
and acute cholecystitis was present. An operative cholan- 
giogram showed two stones in the common duct, which 
were removed. Recovery was uneventful. 


Because the hepatoduodenal ligament lies directly 
over the gallbladder, it is not uncommon to find it 
swollen and edematous at the time of operation. 
This swelling and edema tends to obliterate the line 
of fat which is responsible for visualization of the 
lower border of the liver. In comparison, the lower 
pole of the spleen will be readily visualized (Fig- 
ure 5). 


As the inflammation extends, the wall of the ad- 
jacent colon will likewise become edematous and 
swollen, resulting in an effacement of the normal 
mucosal markings and haustra. A similar change 
in the duodenum will result in an erasure of the 
valvulae conniventes (Figure 6). Friman-Dahl drew 
attention to this highly typical finding.’ The exam- 
iner can be certain that he is dealing with duodenum 
by its anatomical location and the absence of fecal 
material. When doubt exists, giving Hypaque by 
mouth will serve to outline and thereby identify 
the duodenum. 


Rarely cholecystitis emphysematosa will be found, 
the result of a gas-producing bacterial infection 
within the gallbladder. Gas within the gallbladder 
also results from a cholecystoenteric fistula, but this 
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Figure 8.—Generalized peritonitis and subphrenic ab- 
scess following perforation of an empyema of the gall- 
bladder. The patient was admitted to the hospital with 
abdominal pain of six hours’ duration. Since the onset of 
symptoms he had been anorexic. The last bowel move- 
ment was two days before. There was no melena. The 
patient had never been jaundiced. The temperature was 
99.4°F., the pulse rate 104 and respirations 22 per minute. 
Decided guarding in the right upper quadrant of the 
abdomen was noted, but no masses were palpable. Re- 
bound tenderness was present throughout the abdomen. 
The x-ray film of the abdomen showed a mass in the right 
upper quadrant compatible with a distended gallbladder. 
Medial to the mass were several small bubbles of gas 
(black arrows). The right leaf of the diaphragm was ele- 
vated and there was a small pocket of gas beneath the 
diaphragm (white arrow). The presence of gas pockets 
over the liver was confirmed by a radiograph obtained 
in the lateral decubitus position. In addition, there was 
an adynamic ileus of the large and small bowel, with 
evidence of increased intraperitoneal fluid. 

At operation bile-stained fluid welled up when the peri- 
toneum was opened. The gallbladder had perforated and 
there were multiple small stones in and around it.'Péckets 
of bile-stained fluid separated the liver from the dia- 
phragm. The abscesses were drained and the patient 
recovered. 


possibility can be excluded by a barium examination 
of the upper gastrointestinal tract.!° 

Small bubbles of gas in the retroperitoneal tissues 
around the gallbladder are indicative of perforation 
(Figure 7). They are due to gas-producing organ- 
isms. When they are present, surgical treatment is 
imperative and delay in drainage may be hazardous. 

When the gallbladder perforates into the peri- 
toneal cavity, peritonitis with diffuse ileus results. 
As the infectious process spreads there will be radio- 
graphic signs of increased peritoneal fluid, right 
subdiaphragmatic abscess and right pleural effusion 
(Figure 8). 

Differentiating between acute pancreatitis and 
acute cholecystitis is difficult radiographically. Lo- 
calized ileus of the colon and the upper small bowel 
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is present in acute pancreatitis.”*®15 Impaired pan- 
creatic function will be indicated by elevated serum 
amylase. Unfortunately, visualization of the gallblad- 
der and common duct is likewise impaired in un- 
complicated pancreatitis, following an intravenous 
Cholografin test." 

Santa Clara County Hospital, San Jose-Los Gatos Road, San Jose. 
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Marriage Problems 


Dealing with Them in Private Practice 


ISIDORE W. RUSKIN, M.D., Los Angeles 


In 1957 there were 38,333 marriages in Los Angeles 
County; and in the same year there were 32,563 
divorce, separate maintenance and annulment suits 
filed.® This is not fully indicative of the immensity 
of the problem, for there are no reliable data on the 
number of marriages saved from divorce by the 
death of a spouse or terminated by unofficial separa- 
tion or desertion, or on the number of married per- 
sons who maintain a separate existence while living 
under one roof. 


THE NEUROSIS OF OUR CULTURE 


Marriage is not of itself the cause of neurosis. 
However, too often neurotic persons attempt the im- 
possible: to escape from their own neurosis into 
happiness through marriage, which they hope will 
result if they leave a home situation, school, job or 
previous marriage in which they have been un- 
happy. Instead of living happily ever after, they 
have again to contend with their own neurotic per- 
sonalities in new situations, perhaps now abetted by 
an equally neurotic spouse. Such a couple resembles 
two unhappy porcupines who, to escape the night’s 
chill, huddle together for warmth, wound each other 
with their sharp quills, and separate; become chilled 
again, huddle again, wound each other again, and 
again move apart. 

It must be emphasized that neurosis of the kind 
under discussion here—the kind that causes family 
conflict and which psychiatrists attempt to treat— 
is not inherited and is not the result of organic brain 
disease. It is a characteristic attitude and behavior, 
learned and acquired in the environment and culture 
in which the subject is reared and trained, and it 
becomes his unconscious personality and function- 
ing. We must look to the family and to the larger 
society for its cause.” 

Ours is not a stable and static society. There are 
manifold symptoms of disorganization and change, 
and the high incidence of marital conflict is only one 
of these. Others: a high crime rate, a mobile popula- 
tion, economic contradictions of inflation and de- 
pression, prosperity and insecurity. Our culture is a 
curious anomaly. It produces easy living, with 
gadgets, gimmicks and happiness pills, and an un- 
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e Marriages and divorces in Los Angeles County 
almost equal each other. Marriage per se is not 
the cause of neurosis. When two neurotic persons 
marry, the resulting neurotic interaction too 
often ends in conflict, broken homes and a new 
generation of neurotic children. 


Psychotherapy must be related to the diagnosis 
of family psychopathology, should include all the 
involved members and should be directed toward 
the realistic goal of integrating them into family 
living. 

Of 100 cases taken from the author’s experi- 
ence, 64 involved married couples and the ma- 
jority of these had serious interspouse conflicts. 
In 37 cases both spouses were treated and sub- 
stantial psychotherapy was given to one or both 
of the partners. It included one or more modali- 
ties varying from electroshock therapy, tranquil- 
izers, and such psychotherapy as supportive, 
dynamic interpretive, individual, spouses to- 
gether, group and hypnotherapy. Thirteen 
achieved clinical recovery, nine improved, twelve 
were still in therapy. In three cases therapy failed. 


desirable side effect of ever greater numbers of neu- 
rotics, It produces superficial materialistic values 
which motivate the high school and college student 
to choose snap pseudo-social courses and become 
juvenile delinquents and intellectual beachcombers. 
These are symptoms, and in their turn, causes of 
disorganization and change. 

Perhaps the most important single factor, both 
symptom and cause, is the all-prevailing manifest 
conflict in cultural values. Its effect is to confuse 
and disturb the individual when he has to select 
from the conflicting value-choices of his environ- 
ment, frequently with the help of parents who are 
equally torn between spiritual ideologies and ethical 
standards on the one hand and keeping up with 
Joneses on the other. This is so well recognized by 
psychiatrists that the psychotherapy of children and 
adolescents is largely directed toward the psycho- 
therapy of the parents, as they are the determining 
factors in the pathogenic environment and the ill- 
ness. 


FAMILY PSYCHOPATHOLOGY AND PSYCHOTHERAPY 


To continue the usual genesis and complete the 
circle, the child, grown to an emotionally immature 
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adult, marries, affects and is affected by the neurotic 
interaction in the new family unit. 

A patient is often referred or comes to the psy- 
chiatrist for ostensibly somatic complaints, malad- 
justments to work situations or family conflicts. It is 
only after a careful history-taking that the mental 
illness producing conflicts in social situations and 
marriage becomes evident as the basic problem. 
Very often, the one who comes for therapy may not 
be the family member most in need of it. He may 
be the “presenting symptom,” or the one with most 
insight, or perhaps the most submissive member, 
who has been referred to the psychiatrist as a sacri- 
ficial offering. Psychiatric patients come from men- 
tally disturbed families. Therefore any psychother- 
apy adapted only to the patient’s own personality 
problems will have only limited effect if the family 
interacting psychopathology is neglected and the 
patient continues his exposure in the family. Psy- 
chotherapy must be related to the diagnosis of 
group psychopathology and must be concerned with 
the development of goal-directed, culturally oriented, 
realistic, healthy values and attitudes. The aim is to 
integrate individuals into family living, not alienate 
them. 


The clinical practice of medicine has evolved 
from merely treating symptoms to the more rational 
therapy of a person suffering from disease, and 
thence to the still more comprehensive scientific 
concept of preventive medicine, using such tech- 
niques as immunization and community hygiene. 
The clinical practice of psychiatry has similarly 
evolved from primitive punitive attitudes, to the 
more humane individual therapy of a person suffer- 
ing from a mental disorder, to the more comprehen- 
sive understanding and treating of mental illness as 
the psychopathological interaction of the individual 
with his group, including spouse, siblings, parents 
and children.1:* 

Psychiatry is a developing science and among its 
practitioners are some who maintain a rigidly per- 
missive attitude in relation to patients who resort to 
divorce. There are others equally dogmatic at the 
opposite extreme who require that their unhappily 
married patients continue so, until either death or 
psychosis intervenes. A more mature and pragmatic 
approach requires humane consideration for the pa- 
tient, his immediate problem and how a solution 
will affect not only him but the whole family unit. 

For the purposes of this communication, I re- 
viewed the records of my latest one hundred patients 
and attempted a partial analysis and classification 
of those characteristics of the individuals, their 
problems and the therapy prescribed, which have a 
bearing on the subject matter. 


Of the 100 patients the initial patient in 36 pres- 
entations was an unmarried person. In five of these 
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situations (in four of which the initial patients were 
teen-agers) a parent or parents became the main 
targets of the therapy. In the cases of 54 married 
patients, there was some therapy given to the other 
spouse in addition to the primary patient—minor 
supportive therapy in 17 cases and extensive therapy 
in 37. In nine of these situations, both spouses re- 
ceived substantial therapy, while in 22 the spouse 
other than the initial patient received some therapy. 
In only six of these family units did the other spouse 
refuse to accept any therapy, although he or she 
was nevertheless consulted and oriented as to the 
psychopathology and psychotherapy of the marital 
partner. 


Of 64 married patients, 47 expressed overt hos- 
tility toward the other spouse at the first interview, 
five at subsequent interviews. Twelve were more 
subtle and veiled in their manifestations of hostil- 
ity; there was no divorce threat in nine of these. 
couples, and in three the spouses genuinely liked 
each other. 


Treatment given to those who were given the 
more extensive therapy included the use of tran- 
quilizing drugs, electroshock and psychotherapy. 
The latter ranged from supportive to analytic and 
sometimes included hypnotherapy. Some patients 
had individual treatment; in other cases both 
spouses were treated together and in others group 
psychotherapy was used. In some instances therapy 
was continued for only a few weeks, in others for 
several years and hundreds of sessions. 


Thirteen of the 37 couples who underwent exten- 
sive psychotherapy reached what can be looked 
upon as “clinical recovery” in that they became able 
to dwell together amicably as husband and wife. 
Nine others had considerable improvement and at 
this writing 12 were still in therapy with promising 
indications. Three had no improvement. 


In none of these cases was there any indication of 
fact to give basis to the unfounded charge that there 
is causal relationship between psychotherapy and 
subsequent divorce, promiscuity or other immature 
behavior. 


PSYCHOTHERAPEUTIC MODALITIES 


There are varied psychotherapeutic methods 
which can be used either singly or in combination— 
electric shock, chemotherapy and psychotherapy. 
Psychotherapy as now used refers particularly to the 
mental approach to the intellect and emotions. It 
may be supportive, dynamic interpretive or hypno- 
therapy. Psychotherapy also includes the manipula- 
tion and adjustment of the environment, the better to 
meet the patient’s needs. This may require therapy 
of the group, including the spouse, parent or other 
dominant individual. Therefore a comprehensive 
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therapy for the individual as he functions in his en- 
vironment may require the treatment of the indi- 
vidual alone, sometimes together with his spouse or 
other member of his family and sometimes in group 
psychotherapy with others, or a combination of 
these forms of treatment. 


The first step is to establish rapport and empathy. 
Therapy begins with the initial greeting of the pa- 
tient, a welcoming handshake and an invitation to a 
comfortable seat. A small but pertinent technique 
for establishing rapport may be the offering of a 
cigarette or the sharing of a piece of gum with the 
patient. It is like breaking bread together. Even 
though usually there is some information about the 
patient from the referring physician or family, the 
patient is asked to tell all about his problem or situ- 
ation in his own words and in his own way. This 
helps to give the feeling that there has been no pre- 
judgment of the patient or his problem. This ap- 
plies equally to any member of the family who may 
be interviewed subsequently. 


The patient is encouraged to ventilate his com- 
plaints and recriminative feelings against spouse, 
parent, children and others. Sometimes it is neces- 
sary to direct the discussion into more relevant 
channels. Care is taken not to suggest any condem- 
nation or judgment. However, it is equally impor- 
tant in extending acceptance and empathy not to 
lead the patient to believe that he has the stamp of 
approval of all of his attitudes and conduct. The pa- 
tient’s revelations are then analyzed and interpreted, 
so that the patient is given insight into his imma- 
ture attitudes and behavior, and at the same time is 
given some understanding of the immature retalia- 
tive behavior of those with whom he has neurotic 
interaction. This blunts many of the arrows in the 
cold and hot war between the spouses and leads to 
greater tolerance and empathy for each other. 


Each individual, whether recriminative or self- 
degrading, is on the defensive. He has a feeling of 
guilt, inferiority, insecurity and anxiety. Each 
needs ego-building and relief from feelings of guilt, 
but not at the expense of the other spouse. Often, 
as a defense, he will say that marriage is a 50-50 
proposition and that he had held up his end. And it 
must be pointed out to him that the 50-50 attitude 
falls short and will not bridge the needs of living 
together. He is made to understand that what is 
needed is all-out giving, without any holding back. 
Precept and practice must be brought into better 
perspective. He is helped to reexamine social codes, 
realities and the Joneses. Realistic compromises 
must replace narcissistic needs for perfection, and 
give motivation to salvaging marriages and fami- 
lies. It is a difficult and complex thing to be a hu- 
man being, and human beings are not yet up to it.® 

6360 Wilshire Blvd., Los Angeles 48. 
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Discussion by JOHN D. MORIARTY, M.D., Los Angeles 


Dr. RuskIN has presented an interesting and com- 
prehensive discussion of various phases of the prac- 
tical management of marital problems encountered 
in the psychiatrist’s private practice. He has prop- 
erly laid emphasis on the neurotic interaction of the 
marriage partners. 


It might not be amiss to point out that one of the 
major sources of difficulty is that in our society it 
frequently happens that two people of quite differ- 
ent cultural backgrounds marry. In such circum- 
stances, even though they may genuinely love each 
other, they may have frequent clashes or disagree- 
ments about many things because of the different 
value systems and the different unconscious con- 
cepts of what marriage consists of—even though 
they reach a pretty good area of agreement about 
marriage on the conscious level. 


A factor not specifically dealt with by Dr. Ruskin 
is that in our changing culture the role of the male 
and the role of the female have become distinctly 
blurred. Particularly with the developments in 
World War II—the increasing breakdown of the 
barriers between the masculine and the feminine 
role, and since then women going out and actively 
competing with men—there has been further con- 
fusion as to the separate identity of the two marital 
partners. 


A further factor, which Dr. Ruskin did not discuss 
is the observation of Carl Jung that opposite per- 
sonality types tend to marry. Thus, the extrovert 
tends to marry the introvert; the analytic, the intui- 
tive. It seems safe to infer that this is Nature’s way 
of trying to round out the progeny from a biological 
standpoint. Unfortunately, the very qualities which 
originally attracted the two partners to each other 
tend to become sources of conflict after the mar- 
riage. Thus the extrovert complains that his intro- 
verted wife does not like to have people in often 
enough and wants to be too much of a homebody. 
The person who tends to operate by analytic judg- 
ment complains that his intuitive wife is too “emo- 
tional.” In other words, each partner tries to change 
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the other one over to his own way of thinking and 
his own emotional attitudes. 

If these assumptions are reasonably correct, we 
can raise the question whether all of the major 
problems described in American marriages should 
be considered symptoms of neurosis. I would be the 
first to agree with Dr. Ruskin that frequently neu- 
rotics marry one another and then continue the 
elaboration of their respective neuroses in the inter- 
action of that relationship. However, it would seem 
fair to say that many reasonably healthy people have 
difficulties which can be explained on the basis of 
serious discrepancies in their respective cultural 
backgrounds and their different value systems. This 
is important from a therapeutic standpoint, because 
it implies that relatively short term psychotherapy 
and counseling may produce surprisingly good 
results. 

As regards persons with more full-fledged neu- 
roses, Dr. Ruskin has given a very good description 
of a practical approach which has apparently proved 
successful in his hands. It is worth noting that not 
all psychiatrists are sufficiently eclectic and flexible 
to utilize this form of approach. However, I think 
that we would all agree that frequently it is ideal 
from a therapeutic standpoint to treat the family 
rather than the individual. Unfortunately practical 
considerations of time, of money and of resistance 
on the part of certain members of the family often 
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make this impossible. Probably most psychiatrists 
usually have to content themselves with treating the 
member who is “hurting” the most at the time. Yet 
we have all had the experience over and over again 
of treating the patient with the most obvious symp- 
toms while recognizing that the marital partner or 
the parent, as the case may be, is the one who is the 
real pathogenic source in the family constellation. 
Fortunately, helping the patient may have consider- 
able beneficial effect on the untreated partner. 

One final point: The orthodox psychoanalytic point 
of view seems to be that the same therapist should 
never treat both marital partners, but rather refer 
one to a colleague. The more flexible psychoanalysts 
now seem to feel that if one partner is undergoing 
intensive therapy, the other may be seen occasionally 
for auxiliary consultation but never for analytic 
treatment. I feel very strongly that with proper 
techniques it is indeed possible for the same thera- 
pist to treat, intensively, both members of the mari- 
tal partnership. It involves, of course, special tech- 
niques in handling different phases of the relation- 
ship, particularly those which are sometimes termed 
“transferance” and “countertransference.” On the 
other hand, it enables the therapist to get additional 
valuable data about the respective problems of each 
spouse and to function as a unifying force in the 
marital conflict. 

7046 Hollywood Blvd., Los Angeles 28. 














MENTAL RETARDATION is a symptom complex which 
may be the result of any of a large number of spe- 
cific organic diseases, emotional disorders or dis- 
turbances in the relationship between a person and 
the society in which he must live. In this discussion, 
the terms mental retardation and mental deficiency 
are used interchangeably. The incidence of mental 
retardation is reported from several surveys as vary- 
ing from one to three per cent of the popula- 
tion.*>.67 Such surveys have suffered from the lack 
of a universally accepted criterion for mental re- 
tardation and from difficulty in case finding. 


CATEGORIES OF DEFICIENCY 


Prevention of this disability requires different 
methods, depending on the cause. From among the 
large number of specific causes of mental retarda- 
tion, retarded persons fall into four broad cate- 
gories: 

1. Those whose mentality is at the low end of the 
normal distribution curve of intellect for the gen- 
eral population, without any specific etiological ill- 
ness or defect. 


2. Those in whom the disability is culturally and 
socially determined. 


3. Those who are functionally retarded due to 
emotional disorder. 


4. Those in whom the deficiency is owing to or- 
ganic disease of the brain structure. 


Intelligence and other human characteristics 
showing continuous variation are determined by 
multiple genes. Such characteristics tend to dis- 
tribute according to the normal distribution curve. 
By such normal variation alone, we would expect a 
certain proportion of the population to be at the low 
end of the curve and be deficient. The curve for 
intelligence in the intelligence quotient range from 
65 to 80 is very steep. Hence variation in the divid- 
ing line between what is considered normal and 
what is considered defective will cause a large 
change in the number falling into either category. 
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Preventive Aspects of Mental Retardation 


THOMAS L. NELSON, M.D., and WYLDA HAMMOND, M.D., Eldridge 





e Estimates of the incidence of mental retarda- 
tion vary from 1 to 3 per cent of the population. 
Prevention of this disability requires different 
methods, depending on the cause. Retarded per- 
sons are of four broad categories: Those who are 
the low end of the normal distribution curve of 
intelligence in the general population, without 
any specific illness or defect; those in whom re- 
tardation is culturally and socially determined; 
those who are functionally retarded due to emo- 
tional disorder; and those with damage of the 
brain structure. 

More flexibility is required within our rela- 
tively complex society so that dull people can 
adapt themselves, achieve acceptance, and find 
a vocation within their range of ability. 

There is need for improved services for the 
early diagnosis and treatment of emotional dis- 
turbances in children, and for counselling with 
parents of slow learning children to make the 
family climate as favorable as possible. 

Certain diseases which cause organic defects 
in the brain are now sufficiently well understood 
to make possible the prevention of mental re- 
tardation in persons with these diseases—cre- 
tinism and congenital syphilis among them. More 
recently, an increasing emphasis on the preven- 
tive approach to mental retardation has been 
made possible through our understanding of the 
effects of German measles in early pregnancy, 
knowledge of such metabolic errors as phenylke- 
tonuria and galactosemia, of kernicterus caused 
by Rh incompatibility between mother and child, 
as well as by our increased knowledge of human 
genetics. 


In a primitive society, the point at which subjects 
are considered retarded is at the low end of this 
range. As society gets more and more complicated, 
the point of retardation goes up. A study in Onon- 
daga County, New York, showed the highest inci- 
dence of suspected retardation to be in the school 
age group of 10 to 15 years.® This finding is prob- 
ably due to the fact that the “school society” is most 
demanding on intellectual ability. It would seem 
that prevention of retardation, from the point of 
view of cultural and social determination in the 
above sense, requires the development of flexibility 
within our relatively complex society—a flexibility 
that will permit dull persons to achieve acceptance 
and economic independence from a vocation within 
their ability. Education of our society to the useful- 
ness and qualities of these relative retardates ap- 
pears to be essential. Finding an acceptable place for 
them in the social and cultural structure will have 
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the effect of lowering the dividing line between the 
retarded and the non-retarded. Many more persons 
will be affected in this manner than by anything 
that might be done to prevent retardation that stems 
from organic disease or emotional disorder. 
Emotional or psychological disorders may, in 
themselves, make a person retarded in his intellec- 
tual functioning. Although this may occur with a 
person of basically average or superior intelligence, 
it is most likely to occur in one who is in the low 
average or borderline range. In many families, a 
child who is basically borderline is likely to be sub- 
jected to great pressure to achieve. In California the 
group in which “emotional disturbance” plus “dull- 
ness” has equalled “retardation” makes up between 
five and ten per cent of the persons who are in hos- 
pitals because of retardation. It is in this group that 
psychiatric treatment has its greatest success in hos- 
pitals in this state. Prevention, in these cases, de- 
pends on early diagnosis and treatment of emotional 
disturbance and on counseling with parents of slow- 
learning children, in an attempt to make the family 
climate as favorable for the child as possible. 


DEALING WITH CONGENITAL CAUSES 


Although proportionately the number of persons 
who are mentally retarded due to organic defect of 
the brain structure is small, some real progress in 
prevention is being achieved in this group. Even 
more should be achieved. Mental retardation owing 
to congenital syphilis, once a fairly common reason 
for admittance to hospitals for the retarded, is prac- 
tically never seen in younger persons being admitted 
nowadays. The pathogenesis of cretinism has simi- 
larly been known for many years but, unfortunately, 
cretinous children are still being admitted to our 
hospitals for the retarded. Early diagnosis and treat- 
ment could have prevented mental retardation in 
many of them. 

From the point of view of prevention of retarda- 
tion, the tendency to include rubella among the 
exanthematous diseases calling for isolation and ex- 
clusion from school is unfortunate. Recent articles 
in the lay press encouraging mothers to see to it 
that their daughters contract rubella before adult- 
hood, should be helpful. The recent idea of German 
measles parties for teen-age girls is a novel tool in 
furthering the ends of preventive medicine. 

The number of new cases of mental deficiency 
due to kernicterus has been rapidly decreasing since 
the introduction of exchange transfusions. There is 
a need, however, to extend diagnostic facilities for 
erythroblastosis and knowledge of the techniques 
of exchange transfusion to some of the smaller and 
more rural communities of this state. 

Several investigators, treating a few phenylketo- 
nuric patients from early infancy with a phenylala- 
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nine deficient diet, have been able to achieve normal 
development in these patients over a period of sev- 
eral years.'** How these patients will eventually 
turn out remains to be seen. Normal development is 
achieved only when treatment is begun early. The 
widespread use of the ferric chloride spot test on 
the diapers of infants in well baby clinics and in 
private practice would lead to diagnosis in many of 
these babies in time to hope for the prevention of 
brain damage through the use of the diet. 

Accident prevention and poison control measures 
are important in this field. All large institutions for 
the retarded have children who are retarded because 
of cranial injuries received in automobile accidents 
or falls down stairs or from highchairs or windows. 
Among the patients at the Sonoma State Hospital, 
camphor, usually in the form of camphorated oil, is 
the poison which has caused the largest number of 
retardation cases due to poisoning. Although lead 
poisoning as a cause of mental retardation is very © 
uncommon in northern California, it is an important 
cause in the country as a whole. 

There is a great need for physicians with a back- 
ground in both mental deficiency and human ge- 
netics to do genetic counseling with parents of re- 
tarded children. Among the kinds of mental defi- 
ciency transmitted by dominant inheritance are epi- 
loia, or tuberous sclerosis, and Von Recklinghau- 
sen’s neurofibromatosis. Characterized by a reces- 
sive type of inheritance are phenylketonuria, genetic 
microcephaly, Laurence-Moon Biedl syndrome and 
Tay-Sachs disease, to name several of the more com- 
mon ones. Gargoylism, or lipochondrodystrophy, 
may be transmitted by a pure recessive mode of in- 
heritance in some families, and as a sex-linked reces- 
sive in others. 

Sterilization of retarded persons as a measure to 
prevent mental retardation has largely fallen into 
disrepute in California. In most cases of organic 
retardation due to known genetic disease, the pa- 
tients are so severely retarded that sterilization is 
not necessary; but the authors believe it may be 
indicated in patients with epiloia who are only 
mildly retarded. 

There is still a long way to go in research into 
the cause of congenital anomalies. There is certainly 
a great urgency to discover preventive measures 
for a disease as common as mongolism, which oc- 
curs in one of every seven hundred births.* Present 
knowledge of galactosemia and phenylketonuria 
should lead the way to the discovery of still other 
controllable metabolic defects causing mental de- 
ficiency. 

P. O. Box 218, Eldridge ( Nelson) . 
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About the Cost of Good Medical Care... 


While I know you understand that I, as your personal physician, am not 
in complete control of all medical care costs, I still would like to emphasize 
a few facts: 


From your own experience you know that not-so-serious cases usually 
involve nothing more than the moderate expense of home or office visits and 
medication. 


It is when serious illnesses or accidents require hospitalization that we may 
run into financial problems. Hospital charges, special nurses, drugs and 
appliances are all factors over which I have no direct control. 


That is why it is my sincere hope that, should the need ever arise, you'll 
look upon me not only as your personal physician but also as a sort of 
“health engineer.” In that capacity I am at your service to assist you in 
| making arrangements for the best of medical care on the most reasonable 
; financial basis possible. 


I take those precautions when I am ill or when a member of my family 
; requires extensive care. The same services are available to you. 


Sincerely yours, 





MESSAGE NO. 6. Postcard size, single fold leaflets, you to fill in signature. 
Available in any quantity, at no charge as another service to CMA members. 
Please order by Message No. from CMA, PR Dept., 450 Sutter, San Francisco. 
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Rheumatic Fever in College Students 


ALFRED F. GOGGIO, M.D., Berkeley 


THE INCIDENCE of rheumatic fever and rheumatic 
heart disease in any population is a matter of some 
practical importance, particularly so now that meth- 
ods of prevention and of continued prophylaxis 
against further attacks of the disease are being so 
widely stressed. Accurate statistical studies are rare. 
The author has previously presented studies on the 
incidence of rheumatic fever and rheumatic heart 
disease in one large although admittedly select seg- 
ment of the population—college students.’? It is 
the purpose of this report to present briefly the re- 
sults of two new surveys dealing with the incidence 
of rheumatic fever and of rheumatic heart disease 
and to compare the findings with those of the pre- 
viously reported survey. All three surveys were done 
at the University of California, Berkeley campus. 
They were done, however, at different times, by 
different methods, on entirely different groups of 
students, and completely without inter-reference one 
to the other. 


Student population survey of 1954 


Every student upon registration at the University 
of California in Berkeley is “health processed” 
through the Student Health Service situated in the 
Ernest V. Cowell Memorial Hospital. At the time of 
processing, each student is given a health record 
card upon which he or she fills in certain requested 
pertinent information, including the age at which 
he or she had certain specified diseases and sympto- 
matologic entities, of which rheumatic fever was 
one. Each student is given a complete physical ex- 
amination and photofluorogram of the chest and 
the results are recorded in detail on the same health 
record card. This health record card is kept on file 
by the Student Health Service and it is used as a 
record of all visits and illnesses of that student 
throughout his stay in the University. 

In the spring of 1954 the entire student popula- 
tion of the Berkeley campus, 14,898 persons, was 
surveyed in a mass photofluorographic study that 
was conducted by the Department of Biostatistics in 
cooperation with the Ernest V. Cowell Memorial 
Hospital and the United States Public Health Serv- 
ice. In addition to the photofluorographic aspect, 
and because of the availability of considerable data, 
one of the objects of the study was to obtain cer- 
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e The results of three independent surveys con- 
cerned with rheumatic fever and heart disease 
in students at the University of California were 
assembled and found to be in close agreement. A 
full 2 per cent of all students believed they had 
had rheumatic fever; and several times that pro- 
portion gave a history of one of the rheumatic 
manifestations. Only 0.25 per cent had demon- 
strable rheumatic heart disease and 0.1 per cent 
had congenital heart disease. 


Physiologic murmurs may occur in 3 per cent 
or more of students entering college. 

Penicillin prophylaxis is important in persons 
with rheumatic heart disease, but it is important 
not to put a label of rheumatic heart disease on 
persons who think they have had rheumatic fever 
but who have no demonstrable heart disease. 
Long term penicillin prophylaxis or other long 
term prophylactic procedures directed against 
rheumatic fever are not indicated unless the di- 
agnostic criteria for rheumatic fever are clearly 
met or unless rheumatic heart involvement is 
definitely present. 


tain descriptive information about the student pop- 
ulation. The student’s health record card was one of 
the documents that was reviewed and coded for this 
purpose. 


A history of rheumatic fever was one of the items 
on the health record card of all students that was 
examined and coded for a positive answer. It was 
found that there were 259 persons in the total regis- 
tration of 14,898 who had indicated on their card 
that they had had rheumatic fever. Hence the inci- 
dence of rheumatic fever as given by the student 
himself in this survey was 1.74 per cent. 


Survey in conjunction with the Division of 
Special Services of the Department of Health, 
Education, and Welfare, 1956-1957 


In the course of the past two years or more, the 
Division of Special Health Services of the Depart- 
ment of Health, Education, and Welfare has been 
collecting data from more than 65 colleges and uni- 
versities in the United States relating to rheumatic 
fever and rheumatic heart disease. The University of 
California, Berkeley campus, was one of the partici- 
pating colleges in this study. This survey was con- 
fined to entering freshmen of both sexes. 


In the conduct of this survey, each entering fresh- 
man at the time of processing by the Student Health 





Service was given (in addition to the previously 
mentioned health record card) a questionnaire form 
provided by the Division of Special Health Services 
upon which several questions were to be answered 
by the student: 1. “Have you ever had (A) inflam- 
matory rheumatism, (B) scarlet fever, (C) Saint 
Vitus’ dance (chorea), (D) joint pains and swell- 
ing, (E) leakage of the heart valve(s) (heart mur- 
mur)?” Each question was to be answered by 
checking either “no” or “yes” or “don’t know.” 
2. “Have you ever been told by a physician you had 
rheumatic fever?” Again the answer to be indicated 
by checking “no,” “yes” or “don’t know.” (There 
were additional questions on the form but they were 
not pertinent to the present review.) All the ques- 
tionnaire forms were reviewed by the college physi- 
cian. 


In the survey here reported as carried out at the 
University of California, Berkeley campus, when- 
ever the answer to any of these questions was “yes” 
or “don’t know,” the cardiologist checked the ques- 
tionnaire against the student’s health record card 
and recalled the student for further questioning and 
re-examination in order to evaluate the reliability of 
the history and to establish a definite diagnosis 
wherever possible. Also re-examined by the cardiolo- 
gist were all students in the same entering freshmen 
groups in which a history of rheumatic fever was 
otherwise obtained or in which the possibility of 
heart disease was found in the course of the entrance 
physical examination. Electrocardiograms and car- 
diac x-ray studies were done in all cases in which 
there appeared to be possibility of heart disease. 
The cardiologist attempted to reach a definite diag- 
nosis in all cases, applying closely the Criteria for 
Diagnosis of Diseases of the Heart adopted by the 
American Heart Association. 


Included in this survey at the University of Cali- 
fornia, Berkeley campus, were all entering freshmen 
for the year 1956-57. The total number was 2,259, 
of whom 1,150 (50.9 per cent) were males and 
1,109 (49.1 per cent) were females. Racially the 
population consisted of 1,199 (90.6 per cent) 
whites, 156 (7.1 per cent) Oriental and 41 (1.9 per 
cent) Negro. In Table 1 the answers to Question No. 
1 are presented to show the historical incidence of 
each of the five conditions listed and also the rela- 
tionship of each condition to a concomitant history 
of rheumatic fever as obtained from positive an- 
swers to Question No. 2. In answer to Question No. 
1 of the questionnaire, 219 (9.7 per cent) different 
students said they had had at least one of the five 
conditions listed. As to Question No. 2, “Have you 
ever been told by a physician that you had rheu- 
matic fever?” 45 of the 2,259 answered affirma- 
tively. Thus the incidence of rheumatic fever based 
on the student’s knowledge of having been told he 
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TABLE 1.—Incidence of Positive Answers to Questions 1 and 2* 
from Data Obtained in Survey of 1956-57 Using Form Question- 
naire of Department of Health, Education, and Welfare 


No. with 
Disease 
Who Said 
They Had 
Also Had 
Rheumatic 


Disease Fever Per Cent 


Inflammatory rheumatism 1 100.0 
Scarlet fever 4 3.4 
St. Vitus’ dance (chorea) 1 100.0 
Joint pains and swelling 11 32.4 
Leakage of heart valve(s) 

(heart murmur) 20 23.8 


No. of different students 

with above diseasest Zit 12.3 
No. without any of above 

diseases 18 0.9 


Total students 45 2.0 


*(1) Have you ever had (a) inflammatory rheumatism, (b) scar- 
let fever, (c) St. Vitus’ dance (chorea), (d) joint pain and swell- 
- (e) leakage of heart valves (murmur)? (2) Have you ever been 
told by a physician you had rheumatic fever? 


+Some of the students had had more than one of the diseases listed; 
hence there were fewer students than cases of the diseases. 


had had the disease was 2.0 per cent. (It may be 
noted that questioning by the cardiologist revealed 
a convincing symptomatic history of rheumatic fe- 
ver in only six persons.) Rheumatic heart disease 
was diagnosed in five of the total of 2,259 persons; 
one of the five had answered “no” to the question 
about whether he had been told he had had rheu- 
matic fever. The incidence of rheumatic heart dis- 
ease diagnosable at the time of entry was therefore 
0.22 per cent in this group of 2,259 entering fresh- 
men. Two students were diagnosed to have congeni- 
tal heart disease, or roughly 0.09 per cent. 


Survey of all entering students registering for the 
fall semester of 1949 and fall semester of 1950 


The author previously reported a survey of all 
entering students registering for the fall semester 
of 1949 and fall semester of 1950 which was much 
more complete and detailed than the two surveys 
presented above.':? In that survey all students whose 
health record card showed any history suggestive 
of heart disease, or in which there was a notation 
on entrance physical examination or elsewhere of 
the presence of a heart murmur, of cardiac arrhyth- 
mia or of abnormal blood pressure, were called for 
reexamination and evaluation by the cardiologist. 
The author saw each such person at least once in 
order to arrive at a definitive diagnosis wherever 
possible. As previously mentioned, the Criteria for 
Diagnosis of Diseases of the Heart adopted by the 
American Heart Association was closely applied. 


In this study, the entire group surveyed com- 
prised 11,096 students, of whom 7,566 (68.2 per 
cent) were males and 3,530 (31.8 per cent) were 
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TABLE 2.—Comparison of Data Obtained in Three Surveys of Incidence of History of Rheumatic Fever in College Students as Related 
to Actual Presence of Diagnosable Rheumatic Heart Disease 


Diagnosable Congenital 
Heart Disease 


Per Cent 


Giving History of Diagnosable Rheumatic 
Rheumatic Fever Heart Disease 


Survey No. in Survey No. Per Cent No. Per Cent No. 


females. (The high proportion of males in this sur- 
vey was due in part to the large number of persons 
attending college after service in World War II.) 
Of this number, 378 were evaluated by the cardiolo- 
gist for the reasons given above. Thirty students 
(0.27 per cent) were diagnosed as having rheu- 
matic heart disease, 12 (0.11 per cent) as having 
congenital heart disease, and 26 (0.23 per cent) as 
having “possible heart disease.” No record was 
made in this survey as to how many of the 11,096 
students in the group had been told previously by a 
physician that they had had rheumatic fever; there- 
fore this information is not available. 


DISCUSSION 


These three independent surveys, carried out at 
widely different times on different populations at 
the same University, and each seeking somewhat 
different data, encompass a student population of 
28,253. They appear to show surprisingly close 
agreement in comparable data related to rheumatic 
fever, as is readily noted in Table 2. It would appear 
(from the surveys of 1954 and of 1956-57) that in 
such a student population some 2 per cent readily 
recall having been told that they had had rheumatic 
fever. A much larger proportion had a history of 
one of the conditions commonly considered to be 
rheumatic manifestations (survey of 1956-57). Ap- 
proximately 0.35 per cent had diagnosable heart 
disease (surveys of 1956-57 and of 1949 and 1950). 
The incidence of diagnosable rheumatic heart dis- 
ease approximated 0.25 per cent; the incidence of 
congenital heart disease, 0.1 per cent. 

It is noteworthy that only about one in nine of 
the students who said they had been told by a physi- 
cian at one time or another that they had rheumatic 
fever, had diagnosable rheumatic heart disease upon 
entering college. Of the total number of those giving 
a history of inflammatory rheumatism, Saint Vitus’ 
dance (chorea), joint pains and swelling or leakage 
of the heart valve(s) (heart murmur), about one 
in 24 had diagnosable rheumatic heart disease on 
entering college. It is apparent that the student’s 
historical knowledge of having had rheumatic fever 
or one of its common manifestations is of very lim- 
ited value as evidence of rheumatic heart disease. 
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Of course the eliciting of a convincing history of 
rheumatic fever, particularly of migratory polyarth- 
ritis with fever from the student’s own recollection 
of the illness is much more reliable; but, as was 
noted in the 1956-57 survey, such information was 
obtainable from only six of the total large number 
of students giving positive answers to the questions 
regarding a history of rheumatic fever or one of its 
common manifestations. Possible conclusions are - 
either that rheumatic fever, as diagnosed by physi- 
cians, is a more benign disease than it is usually 
considered to be or that perhaps rheumatic fever is 
being diagnosed upon insufficient grounds. Of 
course, it is possible that an appreciable number of 
students who were so diagnosed in the past, did in- 
deed have rheumatic fever or rheumatic heart dis- 
ease and the diagnostic murmurs had regressed and 
the changes had become so slight they were no 
longer detectable by clinical, electrocardiographic 
or radiologic means. Such a possibility is strongly 
suggested by a recent report of Wilson and Lim* 
dealing with “The Natural History of Rheumatic 
Heart Disease in the Third, Fourth and Fifth 
Decades of Life.” Reporting on 757 of 1,042 rheu- 
matic children under observation during the years 
1916 to 1956 who had reached the age of 20 years 
or more, Wilson and Lim noted that in about 50 per 
cent of the patients residual cardiac damage had 
been characterized by mitral insufficiency and mod- 
erate cardiac enlargement, and that in two thirds of 
patients with these characteristics the auscultatory 
murmurs regressed and cardiac chamber enlarge- 
ment “would not have been recognized on physical 
examination or by the usual radiographic examina- 
tion limited to the posterior-anterior view.” The 
author suspects that for most cases this last state- 
ment might be broadened to include all the usual 
cardiac views and an electrocardiogram. But even 
with this allowance, one must conclude that the in- 
cidence of diagnosable rheumatic heart disease in 
the college population studied herein is less than 
should be expected on the basis of the number who 
had history of rheumatic fever. In these days of 
long-term prophylaxis for persons in whom rheu- 
matic fever has been diagnosed, not to mention the 
very practical matter of life insurance eligibility, it 
is most important to make the diagnosis of rheu- 
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matic fever only on the basis of sufficient positive 
criteria such as those that were so well worked out 
by the late T. Duckett Jones.* In these criteria, the 
presence of carditis is preeminent, for basically the 
presence of cardiac involvement is the only impor- 
tant reason for making the diagnosis at all. Peni- 
cillin or other prophylactic procedures of long-term 
nature are not indicated unless the diagnostic cri- 
teria for rheumatic fever are clearly met or unless 
rheumatic heart involvement is definitely present. 
2628 Telegraph Avenue, Berkeley 4. 
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Historically, the California Medical Association, of which I am a member, was one of 
the nation’s pioneers in the field of medical care insurance through its sponsorship of 
the California Physicians’ Service. Blue Shield-CPS is a “service plan” as the name 
implies. It provides medical care rather than a specified sum of money which, in case of 
illness, you would collect from an insurance company’s “indemnity plan.” 

The folder enclosed explains in considerable detail the various types of coverage. 
I think the information will be valuable to you and your family. 

California Physicians’ Service and insurance company programs guarantee your con- 
tinued freedom of choice of doctor and hospital. It means that if you have this type of 
protection, our fine relationship, that of patient and personal physician, will not be 
interrupted as it would be if you became a “captive patient” in a panel practice type plan. 
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Algerian Ivy Dermatitis 


A California Disease 


CLETE S. DORSEY, M.D., Pasadena 


OFTEN a patient who seems to have poison oak der- 
matitis cannot recall any exposure to poison oak 
plants. Since a patch test showing a positive reaction 
could do no more than confirm that poison oak 
might be the cause of the disease, a diagnosis of 
poison oak dermatitis often is made without ade- 
quate proof. 

In the summer of 1957 the author observed two 
patients with dermatitis of a kind indistinguishable 
from poison oak rash, yet in neither case was there 
the remotest possibility of contact with poison oak. 
In both of these patients the dermatitis was eventu- 
ally traced to contact with the sap of a species of ivy 
(Algerian ivy, Figure 1); both had touched the 
plant just before the eruption appeared. This plant, 
which is not even distantly related to poison oak or 
ivy, is widely used in California as a ground cover. 


No previous reports of dermatitis caused by this 
plant were found in the literature and the two cases 
were published* without knowledge as to whether 
dermatitis from this cause was common or a medical 
oddity. In the succeeding 18 months however, I ob- 
served ten more cases of Algerian ivy dermatitis in 
my practice. This total of 12 cases compares with 
37 cases of poison oak dermatitis which I treated 
during the same period. Algerian ivy dermatitis 
was, in fact, the second most common type of plant 
dermatitis I dealt with. 

The following case reports will illustrate typical 
and distinguishing features of Algerian ivy derma- 
titis. 

CasE 1. A 34-year-old physician had pruritic, 
urticariopapular dermatitis over the extensor sur- 
faces of both knees and over the dorsa of both hands 
and wrists. The lesions in the four involved areas 
were diffuse and plaque-like, except at the periphery, 
where satellite linear streaks could be seen. 

The patient said that on six successive week-ends 
he had been engaged in uprooting a large patch of 
Algerian ivy. His knees and wrists (gloves were 
worn) became stained with the sap of the broken 
plants. On the fifth such occasion a transient derma- 
titis appeared on the knees and wrists. The sixth ex- 
posure was followed in 48 hours by extremely pru- 
ritic dermatitis. A patch impregnated with sap from 
crushed leaves and stems of Algerian ivy taken from 


From the Department of Dermatology, University of Southern Cali- 
fornia School of Medicine, Los Angeles. 
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e A hitherto unrecognized cause of contact der- 
matitis in California is the widely cultivated 
plant known as Algerian ivy. This plant, which 
grows in California (and its close relative, Eng- 
lish ivy) causes a dermatitis which is similar to 
although milder than that caused by poison oak. 
Dermatitis from this cause occurs most fre- 
quently when persons who have become sensi- 
tive to it by previous contact trim the plant back 
in the spring after its seasonal spurt of growth. 
For persons whose occupations require repeated 
contact with the plant, dermatitis from this cause 
is an occupational hazard. Dermatitis from this 
plant is easily diagnosed by means of a simple 
patch test. 

In a series of 12 cases the only effective treat- 
ment was with corticosteroid agents. 


the growth remaining in the yard was applied to the 
patients right upper, inner arm. Thirty-six hours 
later the patch had to be removed because of intense 
pruritis beneath it. An urticariopapular dermatitic 
reaction was present and it persisted for more than 


Figure 1—Comparison of English and Algerian ivy 
leaves. On the right are two Algerian ivy leaves to show 
the variation in size within a single species. On the left 
are two variegated Algerian ivy leaves. The lower leaf is 
from an English ivy plant. Note that the Algerian ivy leaf 
is larger, has three distinct points and a pigmented (red) 
stem. The English ivy leaf is smaller and has five points. 
Other less obvious characteristics differentiate the two 
species. All these plants may cause dermatitis. 
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two weeks. The dermatitis of the knees and hands 
cleared also in about two weeks. A month later re- 
action to a patch test with material from crushed 
English ivy leaves was positive after 36 hours. (The 
relationship between English and Algerian ivy will 
be discussed later.) The erythema from this patch 
test also required approximately two weeks to dis- 
appear. 

The patient had red hair and a pale, freckled 
skin. However, except for attacks of miliaria rubra 
in hot weather he had never previously had acute 
dermatitis. A seasonal rhinitis which had been 
present since childhood was the only other manifes- 
tation of an allergic disposition. 

Comment: In this patient sensitivity seemed not 
to have been present until after repeated contact 
with Algerian ivy. Apparently the toxic substance 
was contained in the sap, since he could handle the 
unbroken leaves with impunity. 


Case 2. A 76-year-old man had urticariovesicular 
dermatitis in streaks and plaques over the extensor 
surfaces of the forearms, upper chest and face. The 
patient could recall no contact with poison oak, and 
he mentioned that a few days previously he had 
been trimming a broad leafed ivy in his yard. How- 
ever, since the clinical symptoms were so strongly 
suggestive of it, poison oak dermatitis was diag- 
nosed. Under appropriate therapy the skin cleared 
in about three weeks and the patient was dismissed. 


Several weeks later, after the dermatitis in Case 1 
was proved to be caused by Algerian ivy, the second 
patient was telephoned. He reported that he had had 
another attack of intense vesicular dermatitis of the 
face after brushing his face against some cut stems 
of the same broad leafed ivy which he had sus- 
pected previously. He was asked to bring in some 
leaves of the plant, and meanwhile to apply a test 
patch of material from the crushed leaves so that 
the result could be observed when he came in. Some- 
how he misunderstood the instructions. Instead of 
applying a small patch as directed, he had covered 
the entire flexural surface of one forearm with 
crushed leaves. By the time he appeared for exami- 
nation, acute vesicular dermatitis was present over 
the entire forearm. The eruption, which appeared 36 
hours after the application of the leaves, was so se- 
vere that four weeks of therapy with corticotropin 
and cortisone were required. 

Several months later this patient was patch tested 
for sensitivity to the juice of English ivy. Within 12 
hours an intense urticarial reaction occurred be- 
neath the patch. This reaction became vesicular and 
was so intense that severe vesicular dermatitis de- 
veloped again in the healed area of the left forearm. 
Corticotropin and cortisone were required to bring 
this patch test reaction under control. 

The patient had a history of allergic sensitivity. 
He was very sensitive to poison ivy and poison oak 
leaves. In his opinion, the dermatitis from Algerian 
ivy was less severe than that which he had experi- 
enced from poison ivy. He was also sensitive to 
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strawberries, fresh pears, chicken and chocolate. 
Within a few hours after he ate any of these foods, 
a generalized erythematous, blotchy, urticarial erup- 
tion would appear on the skin. Once the eating of 
cashew nuts had been followed by edema of the lips, 
face, tongue and pharynx. 


Comment: In this case the period of developing 
sensitization was less definite than in the first case. 
The patient remembered having trimmed the ivy a 
few times before without incident. Even after sen- 
sitization he could handle the unbroken leaves with 
impunity. Apparently contact with sap from the 
plant was necessary to provoke a reaction. Also, as 
in Case 1, sensitivity to English ivy was present 
after the Algerian ivy dermatitis. 


Case 3. The patient was a 34-year-old “tree sur- 
geon.” He knew that he was hypersensitive to Al- 
gerian and English ivy, and avoided cutting down 
trees which grew out of a ground cover of these 
plants or had them growing up their trunks. Yet in 
spite of a certain amount of caution he was forced 
into contact with Algerian and English ivy several 
times a year. Every contact was followed by a skin 
rash that lasted from two weeks to a month. He con- 
sidered Algerian ivy more of a problem than Eng- 
lish ivy because it was more common and the plants 
were juicier. 

The attack of dermatitis for which he sought treat- 
ment involved the forearms, face and neck. Patch 
tests for sensitivity to English and Algerian ivy were 
both positive. Topical application of hydrocortisone 
ointment and lotion, wet dressings and bland lotions 
had no effect on the dermatitis during the first week 
of therapy. Prednisone by mouth was of no benefit. 
Ten days after the onset of the eruption, 80 units of 
corticotropin gel was administered and symptoms 
were almost immediately relieved. Forty units of 
cortocotropin gel was administered intramuscularly 
daily for the next ten days. Then two daily injec- 
tions of 20 units each were administered to taper 
the dosage. At the end of this time the dermatitis 
had diminished to an asymptomatic dry scaliness. 
The patient continued to have attacks of dermatitis 
every three to five months. Corticotropin gel was 
the only agent which would bring these attacks 
under control. 

Comment: For this patient Algerian ivy derma- 
titis was a serious occupational hazard. Apparently 
repeated exposures to the plant had not brought 
about immunity to its toxic effects. 


Case 4, A 65-year-old man had vesicular derma- 
titis involving the tops of the hands and fingers, the 
under surfaces of the wrists, the tops of the forearms 
and the periorbital areas. The dermatitis resembled 
that of poison oak but the patient denied contact 
with poison oak plants. On the day before the ap- 
pearance of the eruption he had trimmed a small 
patch of Algerian ivy which grew in his yard. He 
had lived in his present home for several years and 
usually was required to trim this growth of ivy 
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once a year after the spring rains but in previous 
years had not had dermatitis afterward. Reaction 
to a patch test with material from Algerian ivy 
leaves was strongly positive. Treatment consisted of 
prednisone by mouth in a dosage of 20 mg. daily 
for ten days. Then the dosage tapered to zero over 
the next ten days. 

Comment: This case is indicative of the seasonal 
nature of most cases of Algerian ivy dermatitis. The 
most rapid period of growth of this plant occurs 
during and after the rainy season. Usually house- 
holders trim the plant sometime within the month 
after the rains have stopped. Then, with the coming 
of hot weather it grows more slowly. 


Case 5. A 55-year-old man had vesicular derma- 
titis on the hands, wrists, forearms, face and neck. 
Several times in previous years he had been treated 
for severe attacks of poison oak dermatitis. In most 
of these attacks the history of contact with poison 
oak was good and other members of the family were 
also usually affected. One attack of dermatitis, how- 
ever, which had occurred almost exactly a year be- 
fore the present one, had occurred without a history 
of contact with poison oak plants. As to the present 
eruption, the patient was asked if he had recently 
trimmed any Algerian ivy. He had—just two days 
before the onset of dermatitis. A patch test with 
material from Algerian ivy leaves was strongly posi- 
tive. Treatment with prednisone brought the erup- 
tion under control. 

Comment: Doubtless I had misdiagnosed the der- 
matitis of the year before. The patient had trimmed 
ivy that time also. This illustrates how easily the 
diagnosis of Algerian ivy dermatitis may be missed. 


Case 6. A 36-year-old woman had vesicular der- 
matitis in streaks and lines on the tops of the hands 
and forearms and on the face and neck. A diagnosis 
of contact dermatitis was made. The patient sug- 
gested that the dermatitis was due to contact with 
Algerian ivy cuttings which she planted by the hun- 
dreds each day in her work in a commercial nursery. 
A patch test for Algerian ivy sensitivity was posi- 
tive. The patient said that she was also sensitive to 
Hahn’s ivy and English ivy. Hahn’s ivy is a variant 
of Algerian ivy (Figure 2). Treatment with predni- 
sone by mouth in dosage of 20 mg. daily brought 
the eruption under control in a few days. Treatment 
with this drug was continued for ten days more, 
then tapered gradually over a period of ten more 
days. 

Comment: There are not many nurseries that 
grow Algerian ivy from cuttings. One large whole- 
sale nursery will supply many retail nurseries with 
plants. This explains why, although millions of these 
plants are handled by retail nurseries, very few of 
the employes get dermatitis from handling the 
plants. In nurseries where Algerian ivy is propa- 
gated from cuttings, however, dermatitis is defi- 
nitely a problem. Case 6 also illustrates the cross 
sensitivities between Algerian ivy and its variants 
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Figure 2—Some common variants of Algerian ivy: (1) 
is from an English ivy plant—so that size may be com- 
pared; (2) is from Hahn’s ivy; (3) is a leaf of needle- 
point ivy; (4) is known as glacier ivy; (5) is gold dust 
ivy. There are many other variants of Algerian ivy, but 
these are among the commonest in California. All these 
plants may cause dermatitis. 


(Figure 2). When a person becomes sensitive to 
one member of this family of plants, he is usually 
sensitive to the other members of the family as well. 

All the remaining six cases of Algerian ivy der- 
matitis that I observed occurred in persons who had 
trimmed the plant 24 to 48 hours before the onset 
of dermatitis. There were no cases of delayed reac- 
tions such as sometimes occur with poison oak. All 
these cases developed in the spring after the rainy 
reason had stopped and the ivy went into its sea- 
sonal spurt of growth. In every case there was a 
history of cutting the plant with clippers. The sites 
most frequently involved were the tops of the hands, 
the under surfaces of the wrists, the face and the 
periorbital regions. There was no instance of der- 
matitis of the genitals, so often involved in poison 
oak dermatitis. The dermatitis ranged in severity 
from very mild, requiring no treatment, to mod- 
erately severe. In no case was it as severe as a severe 
case of poison oak dermatitis. The best treatment 
was administration of prednisone by mouth or cor- 
ticotropin parenterally. Topical agents had no effect 
on the eruption. In one of the cases the disease was 
caused by the variegated type of Algerian ivy (Fig- 
ure 1); in the others, by plain Algerian ivy. 


DISCUSSION 


Dermatitis from English ivy, a very close relative 
of Algerian ivy, has been previously reported.15® 
I have not observed dermatitis from this cause, al- 
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though English ivy is also very common in South- 
ern California. The most logical explanation would 
seem to me to lie in the fact that English ivy—in 
fact, all of the other types of Hedera ivies—grow 
much more slowly than does Algerian ivy. Conse- 
quently the need for trimming it will arise much 
less frequently. Furthermore, the leaves and stems 
of Algerian ivy, because they are larger, release 
more juice when they are crushed than do the other 
members of the Hedera class. 

It is interesting that there was no dermatitis of 
genitals or of the covered parts of the body in the 
present series. The reason for this is probably found 
in the manner in which the disease is contracted. 
Almost invariably the person in whom this disease 
develops has been working in his own yard. Usually 
only his hands will be contaminated with the juice, 
which, being water soluble, is removed when he 
washes his hands. It is doubtful that his clothes are 
heavily contaminated with the juice, hence unlikely 
that other parts of his body would become contami- 
nated in the process of removing them. In contrast, 
the person who contracts poison oak dermatitis has 
usually been out in the woods and doubtless has a 
heavy contamination of clothing as well as of ex- 
posed skin. 

For the patch test, juice from crushed stems and 
some crushed leaves should be applied to a small 
gauze square lightly moistened with water. This 
square should be covered with a larger piece of gauze 
and the whole applied to the inner surface of the 
upper arm. The test site should be examined 24 hours 
later and the gauze remoistened. Usually positive re- 
action will be observed about 36 hours after the orig- 
inal application. The patient will have burning and 
itching at the site of the patch, usually during the 
second night. If the patient has had severe derma- 
titis, it is best to have him remove the patch as soon 
as these symptoms appear, lest the reaction become 
intense. 

As to what to do about sensitivity to Algerian ivy, 
I usually suggest to the patient he trim the ivy only 
with long-handled clippers, and that he wear gloves 
and not touch any of the cut pieces of ivy while 
they are being cleared away. The trimmers should 
be washed in running water after use, and clothes 
worn during periods of exposure should be put into 
the laundry. Except for unusually sensitive persons 
these measures will prove sufficient. There is one 
report in the literature of a patient who was desen- 
sitized to English ivy by injections of an extract of 
leaves of the plant.® This seems a rather troublesome 
procedure for a condition so easy to prevent. My 
experience with one patient (Case 3) was such that 
I would not expect desensitization injections to be 


of benefit. 


In the present series of cases, the only effective 
treatment was with corticosteroid agents. The erup- 
tion did not respond to topical therapy. One patient 
(Case 3) had no response to prednisone, but was 
relieved by corticotropin gel injections. It might be 
wise to try corticotropin gel if cortisone by mouth 
is not effective within the first day or two. A dosage 
of 20 mg. of prednisone daily was usually sufficient 
to reduce the dermatitis to a tolerable level within 
two or three days. I begin to taper the amount of 
prednisone by 2.5 mg. daily as soon as the symp- 
toms are relieved. A few patients will need the larger 
dosage for a week or ten days before symptoms are 
controlled. The dosage of the corticosteroid must 
be tapered slowly. One patient stopped taking it 
abruptly and a generalized urticaria developed—a 
cortisone withdrawal reaction—but he responded 
immediately when prednisone was reinstituted at 20 
mg. daily and then was gradually reduced. 


It seems that Algerian ivy dermatitis is a milder 
disease than poison oak dermatitis, but in two pa- 
tients in the series it was as severe as attacks of poi- 
son oak which they had experienced. Persons with- 
out an “allergic disposition” may acquire sensitivity 
to this plant, but in this series persons with history 
of other allergic disease usually had more severe 
attacks (Case 2). 


Algerian ivy does not cause dermatitis on first 
contact. Repeated exposures are needed to induce 
an allergic response. Twelve persons tested for sen- 
sitivity to the plant did not react to it. 


Apparently it is the juice from broken leaves and 
stems which contains the irritant factor. Even per- 
sons sensitive to the irritant handled unbroken 
leaves with impunity. 


English and Algerian ivy (Figure 1) are closely 
related species belonging to the Umbelliflorae, Order 
45 of Division 3 of the plant kingdom.” This order 
contains three sub-groups, the Araliaciae (some- 
times called the ginseng family), the Umbelliferae, 
and the Cornaceae (the dogwood family). The 
Hedera (the true ivies) belong to the Araliaciae, of 
which five species are cultivated. Other members of 
the Araliaciae will cause dermatitis. The Umbelli- 
ferae, very closely related to the Araliaciae, include 
several plants capable of producing dermatitis— 
namely carrots, parsley and parsnip, and others 
such as the various hemlocks and fool’s parsley, 
which may cause death if taken internally.” 


Many plants that are called ivies are not related 
to the Hedera. For example, Kenilworth ivy, Boston 
ivy, German ivy (sometimes also called Japanese 
ivy), ground ivy, marine ivy and cape ivy are not 
true ivies (ie. Hedera).? They are not related to 
each other and have not been reported to have 
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caused dermatitis. Poison ivy and poison oak are 
not related to the Hedera. Neither is the common 
house plant known as philodendron. However, philo- 
dendron may cause dermatitis.*® 


65 North Madison Avenue, Pasadena 1. 
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Disaster Planning in Support Areas 


FRANK F. SCHADE, M.D., Los Angeles 


A RECENT ARTICLE in this journal’ emphasized the 
necessity of all county medical societies in California 
having disaster plans. It was directed especially to 
the smaller societies that would not be presumed to 
have primary targets within their county but that 
nevertheless would be faced with the problems of 
caring for the victims of a local disaster or assisting 
in the care of casualties following major disasters 
affecting the state. The scope of the article was such 
that this latter aspect could not be sufficiently de- 
veloped. 

In the past, planning was largely restricted to the 
many aspects of the medical problems of disaster in 
the major cities. The development of thermonuclear 
weapons necessitated a reevaluation of destruction 
and damage potential, as well as casualty estimates. 
These are so great that the old target concept of 
ground zero—that is, the point immediately below 
detonation—with zones of destruction and damage 
around it have been supplanted by critical target 
areas and danger zones that cover hundreds of 
square miles, containing hundreds of thousands to 
millions of people. The greatest hope lies in the 
possibility of evacuating large segments of the pop- 
ulation from the danger zones before an attack. 
How much time would be available for this is prob- 
lematic and is a purely academic question. 

The radically different concept dictates that the 
focus of attention now has to shift from the metro- 
politan areas to less densely populated parts of the 
state, the so-called support areas. At best, the sup- 
port areas will receive hundreds of thousands of 
persons evacuated from their usual places of resi- 
dence. Included among the evacuees will be hun- 
dreds of hospital patients who will require care in 
the hospitals of the support areas or at least some 
degree of medical supervision in mass care centers. 
The burden would be greatly increased if some of 
the cities should be attacked, for then many thou- 
sands of casualties would have to be sent to the sup- 
port areas for definitive care. Add the possibility 
of dangerous degrees of radiation from fall-out, and 
the worst possible situation is at hand. 

County medical societies must keep all these pos- 
sibilities in mind when doing their disaster planning. 
The counties that will be called upon to bear these 
overpowering burdens are those that are least capa- 
ble of doing so. Their resources of professional per- 


Submitted October 20, 1958. 


160 


e It is probable that in the event of thermonu- 
clear attack, the outlying areas to which metro- 
politan evacuees would be sent would have 
problems quite as great as the problems at the 
center of attack. Unless the focus of planning is 
altered, they could have great numbers of casu- 
alties sent to them, yet have far from adequate 
facilities, materiel and personnel to do the job. 


sonnel, of facilities and of supplies and equipment 
are usually about sufficient to provide for the usual 
requirements of the local citizens, and not much 
more. 

Waves of people suddenly pouring into these areas 
will increase the population many fold. Evacuees 
can never take much food and clothing with them, 
so they will be dependent upon the receiving areas 
for many of these essentials. 

Tremendous public health problems are the na- 
tural expectancy. Evacuees will be crowded into in- 
adequate shelters with few of the usual comforts. 
Great increases in upper respiratory and communi- 
cable diseases must be anticipated. There of course 
will be the usual medical and surgical conditions 
that occur at all times, and the incidence of some 
of them, such as gastrointestinal disorders, probably 
will be increased. It must be expected that the ob- 
stetrical load will increase considerably. 

Sanitation facilities will be severely overtaxed. In 
many places a complete breakdown of the systems 
must be anticipated. Crude, makeshift methods of 
waste disposal will have to be employed. Garbage 
and refuse disposal would also be problems of im- 
portance that could be difficult to solve. 

Inadequacy of even so routine a service as water 
supply may seriously threaten the welfare and even 
the health of the many people resident or temporar- 
ily in the areas. The provision of safe, potable drink- 
ing water can be a difficult problem. 

Food supply and food sanitation, in light of the 
expectable shortages, lack of refrigeration and make- 
shift methods of preparation, will require close 
medical supervision. 

As a further complication, in these counties that 
are likely to have enormous public health problems, 
there are very few physicians and technicians who 
have any public health training. Personnel of the 
State Department of Public Health is so limited that 
very little reinforcement can be expected from that 
source. 
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The purely medical problems of care of the 
evacuees, management of mass casualties and what 
must be reduced to minimal essential medical serv- 
ices for the resident population, in themselves appear 
to be staggering. Not to be overlooked are the addi- 
tional possibilities of dealing with the effects of 
chemical or biological agents, as well as the radio- 
active fall-out hazard. 


Plans have been made for state-wide disaster med- 
ical services by the Medical and Health Division of 
the California Disaster Office.? Each of the three 
regions into which, for this purpose, the state is 
divided has a general plan and a medical plan.* The 
detailed implementation of plans and the business 
of carrying them out is to be done in the individual 
communities, the county being the first level of co- 
ordination for the provision of support and mutual 
aid. Many items of supply and equipment, such as 
first-aid stations, water purification units, blood 
bottles and emergency hospital units have been pro- 
cured by the State Disaster Office and have been 
positioned in what is thought to be strategic loca- 
tions. It is expected that there will be physicians, 
nurses and technicians among the evacuees to rein- 
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force the meager personnel resources, but to assem- 
ble and assign these persons will take time. 

It is incumbent upon the county medical societies 
to take the lead in the development of the medical 
defense plans for the counties. The physicians of 
the county, by their training, familiarity with the 
health and hospital facilities and their everyday 
experience, are best qualified to do the medical plan- 
ning. The planning can be accomplished by the 
county society Civil Defense and Disaster Commit- 
tee, working in close cooperation with the consti- 
tuted authorities. Planning must go far beyond 
preparation for local disasters, however, and must 
include provisions for the most important support 
missions, with emphasis upon the first acute phase, 
before outside help is available. 

3757 Wilshire Blvd., Los Angeles 5. 
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Hyperplasia of Brunner's Glands 


MAURICE L. VAN DER REIS, M.D., 
LEO VAN DER REIS, M.D., and 
B. VICAS, M.D., San Francisco 


In 1941 Robertson® published a comprehensive 
study on the pathological processes which may oc- 
cur in Brunner’s glands. This work was the basis 
for the radiologic differentiation between duodenal 
adenomata and Brunner’s glands hyperplasia. 


Erb and Johnson** in 1948 reported the case of 
a patient with gastric hyperacidity in whom, on 
roentgenographic examination, persistent opacities 
in the duodenal cap were demonstrated. At laparot- 
omy the duodenal mucosa appeared to have a “cob- 
blestone” pattern. Upon histologic examination hy- 
pertrophy of Brunner’s glands was noted. After ex- 
tirpation of the duodenal bulb and pylorus, a stomal 
ulcer developed, necessitating subtotal gastric re- 
section. The absence of an ulcer in the presence of 
high gastric acidity before the first operation and 
the occurrence of an ulcer after removal of the hy- 
pertrophic glands led to considerable speculation 
about the possible protective action by the secretions 
of Brunner’s glands. Other cases substantiating the 
earlier observations have appeared in the literature” 
since. 


REPORT OF A CASE 


A 40-year-old, white cab-driver had epigastric 
distress, nausea and occasional vomiting of three 
years’ duration. Shortly after the onset of symptoms 
a regimen of antacids and bland diet was prescribed 
and the symptoms were almost completely relieved. 
Gastrointestinal x-ray studies at that time did not 
show evidence of ulceration but had been interpreted 
as showing an inflammatory process in the duo- 
denum (Figure 1). During the years the patient’s 
complaints had remained essentially unchanged in 
character but had increased in severity and fre- 
quency. The patient said he had not had weight 
loss, hematemesis or melena. 


Upon physical examination pronounced mid- 
epigastric tenderness, greatest just to the right of the 
midline, was noted. The bowel sounds were some- 
what hyperactive. 
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Figure 1.—X-ray film interpreted as showing inflamma- 
tory process in the duodenum. 


Hemoglobin content was 15.5 gm. per 100 cc. of 
blood. Erythrocytes numbered 5.2 million per cu. 
mm. and leukocytes 9600 per cu. mm. with the cell 
differential within normal limits. No abnormalities 
were noted in urinalysis. Stool specimens were nega- 
tive for occult blood. Without histamine stimula- 
tion, gastric analysis showed hyperacidity, the high- 
est readings being 62 degrees of free hydrochloric 
acid and 76 degrees of total acid. 


Roentgen examination consisted of studies of the 
esophagus, stomach and small bowel. During flu- 
oroscopy and on the films taken (Figure 2) the 
duodenal cap showed multiple radiolucent areas. 
The defects within the duodenum measure any- 
where from 0.5 centimeters to several centimeters 
in diameter. No areas of ulceration were noted. The 
mucosal pattern in the stomach was somewhat coarse. 
The remainder of the examination showed no ab- 
normalities. The appearance’ of the “swiss-cheese” 
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Figure 2.—Multiple radiolucent areas at the duodenal 
cap. 


pattern in the duodenal cap was strongly suggestive 
of hyperplasia of Brunner’s glands. 


A bland diet was prescribed. In addition to an 
antacid agent which the patient had taken previ- 
ously, an anticholinergic drug, methscopolamine 
bromide, to be taken before meals and at bedtime 
was prescribed. The patient became completely 
asymptomatic within 48 hours and had no recur- 
rence of symptoms. 


DISCUSSION 


Brunner’s glands are abundant from the pylorus 
to the ampulla of Vater. There are none beyond the 
duodenojejunal junction. Histologically they are 
similar to the ramifying, tubulo-alveolar pyloric 
glands of the stomach. They are located in the 
mucosa and submucosa. The size varies from 0.2 
to 5 millimeters in diameter, the largest usually found 
in the first portion of the duodenum and the sizes 
then decrease distally. The glands secrete a mucus- 
containing viscid fluid. Passage of hydrochloric acid 
over the duodenal mucosa causes a pronounced in- 
crease in the secretion of the glands, which even- 
tually depletes the mucin content of them (Florey 
and Harding*®). It has also been shown that the 
mucosa of the duodenum possesses a higher re- 
sistance to acid than that of either the jejunum or 
ileum. Florey and Harding as well as Ivy and co- 
workers’ expressed the opinion that the secretions 
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of Brunner’s glands offer a protective mechanism 
against ulceration and that a defective mechanism 
may dispose to ulceration. 


The differentiation between Brunner’s glands hy- 
perplasia and duodenal adenomata deserves consid- 
eration. Adenomata of the duodenum are commonly 
listed as the most frequent benign tumor of the duo- 
denum. Bockus! said that 50 per cent of such 
tumors possess the structure of Brunner’s glands. 
Robertson,® on the other hand, contended that the 
majority of “so-called adenomata” are really hyper- 
trophy and should therefore be regarded as not 
related to neoplastic growth. One major point of 
differentiation between hyperplasia and adenomata 
is the continuity of the hyperplastic glands with the 
surrounding mucosa and the absence of encapsula- 
tion or a central stalk in this entity. 


It has been estimated that some 6 or 7 per cent 
of small bowel tumors eventually show malignant 
change. The incidence of carcinoma arising in Brun- 
ner’s glands is therefore of interest and importance. 
Wilensky,’° in a review of the literature, collected 
reports of 46 cases of tumors of Brunner’s glands, 
all of which were benign. Stewart and Lieber® re- 
viewed 104 cases of carcinoma of the duodenum. 
Questionable evidence of origin in Brunner’s glands 
was reported in three cases; in no case was there 
concrete evidence to that effect. 


Radiologically, in cases of hyperplasia of Brun- 
ner’s glands, multiple filling defects are observed 
within the first and second portions of the duo- 
denum. The defects are sharply defined and, in most 
cases, appear to be sessile. They are largest and 
most numerous in the area of the bulb, where a 
“swiss-cheese” pattern can be observed. In addition, 
non-specific hypermotility and coarsening of the 
gastric folds may be observed. There is no evidence 
of ulcer formation, and spasm and irritability, as 
well as impairment of flexibility of the bulbar walls, 
are virtually absent. 


DIFFERENTIAL DIAGNOSIS 


Clinically symptoms in cases of hyperplasia of 
Brunner’s glands are absent or if present are similar 
to those observed in peptic ulcer, duodenitis and 
other gastrointestinal diseases, which can cause a 
syndrome of “dyspepsia.” Radiologically, multiple 
radiolucencies may be seen in cases of adenomas, 
hemangiomas and lipomas.' Only with adenoma, 
however, is the pattern somewhat similar to that of 
hyperplasia of Brunner’s glands. Since the likeli- 
hood of true adenomata arising from Brunner’s 
glands appears to be remote,® the differential diag- 
nosis is narrowed down to distinguishing hyper- 
plasia from adenomatous mucosal polyps. Demon- 
stration of pedicles or the presence of polyps in 
other portions of the small bowel or stomach would 
be an indication to treat the patient as having 
polyps of the duodenum. An additional differential 
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point indicating polyps is achlorhydria, whether in 
the absence or in the presence of the foregoing dis- 
tinguishing features. Duodenitis would appear to be 
the only inflammatory condition capable of simu- 
lating hyperplasia of Brunner’s glands. Duodenal 
inflammatory changes per se rarely occur. It might 
be more difficult to differentiate duodenitis from 
hyperplasia if changes in the pattern of the gastric 
mucosa suggest the probability of a similar pattern 
in the duodenum. The following signs may be help- 
ful in differentiating duodenitis from hypertrophy 
of Brunner’s glands: (a) bulbar irritability, with or 
without spastic deformity, (b) inconstancy in size 
and shape as well as position of the radiologic de- 
fects, (c) obliteration of the radiolucencies on com- 
pression and (d) regression of the x-ray manifes- 
tations on therapy. It is well to remember that unless 
hyperacidity is present, hyperplasia of Brunner’s 
glands is unlikely. 


SUMMARY 


A case is reported of radiologically proved Brun- 
ner’s glands hyperplasia. This diagnosis can be 
made in a patient with a history of dyspepsia, with 
gastric hyperacidity and in whom multiple radi- 
ologic defects with a nodular pattern can be ob- 
served. 


Conservative treatment with diet, antacids and 
anticholinergic drugs appears to be quite satisfac- 
tory. Surgical intervention does not seem to be in- 
dicated, since the hypertrophic glands appear to 
afford a protective mechanism against the action of 
hydrochloric acid, and perhaps more important, 
since the duodenal changes in this entity may be re- 
garded as a benign process. 

2515 Ocean Avenue, San Francisco 27 (M. L. van der Reis). 
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High Pressure Patent Ductus Arteriosus 
A Report of Three Cases 


JEROME HAROLD KAY, M.D., 
ROBERT M. ANDERSON, M.D., 
JOHN E. MEIHAUS, M.D., and 
REUBEN LEWIS, M.D., Los Angeles 


Most cases of patent ductus arteriosus are charac- 
terized by a machinery-like murmur heard during 
systole and diastole at the left second intercostal 
space. An x-ray film of the chest shows engorged 
lung fields, a prominent pulmonary artery segment 
and an enlarged ascending aorta. Electrocardiogra- 
phic tracings give evidence of left ventricular strain 
and hypertrophy, followed, in the more pronounced 
cases, by right ventricular hypertrophy. A definitive 
diagnosis can usually be made by cardiac catheteri- 
zation showing an increase in the oxygen content 
of the pulmonary artery. The increase is usually 
most pronounced in the left pulmonary artery. 

The following report is based on the diagnosis 
and surgical treatment of three patients with pro- 
nounced pulmonary hypertension due to a patent 
ductus arteriosus. The pressure in the pulmonary 
circulation in two of these patients was as high as it 
was in the systemic circulation, and in one it was 
two-thirds as high as the systemic pressure. 


REPORTS OF CASES 


Case 1. The patient was a girl 6 years of age. At 
the age of 18 months the mother noted that the child 
became very tired, especially at the end of the day. 
She was short of breath. At the age of two years, the 
patient complained of substernal pain which was in- 
termittent and unrelated to exercise. The child had 
turned blue on occasion. She had frequent respira- 
tory tract infections and was undernourished and 
ate very poorly. The patient had been receiving 
digitalis for heart failure for several years. 

On physical examination the heart was observed 
to be very much enlarged, the left border being at 
the anterior axillary line in the sixth intercostal 
space. There was usually only a grade IV systolic 
murmur but at times a grade II diastolic murmur 
also could be heard at the left second and third inter- 
costal spaces. P, was three times as loud as Az. The 
blood pressure was 130/0 of mercury. The hemo- 
globin content was 11.8 gm. per 100 cc. of blood. 
Erythrocytes numbered 4.2 million and leukocytes 
10,850 per cu. mm. No abnormality was noted in 
the urine. In an x-ray film of the chest, pronounced 
right and left ventricular enlargement were observed. 
The pulmonary vessels were engorged and pulsated 
actively. The pulmonary outflow tract was prom- 
inent. An electrocardiogram was interpreted as 
showing left atrial and left ventricular enlargement. 
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Cardiac catheterization was performed and the 
femoral artery pressure was 135/55 mm. of mer- 
cury with a pulmonary artery pressure of 80/50 mm. 
The right ventricular pressure was 80/4 mm. There 
was a 4 volumes per cent increase in oxygen sat- 
uration of the blood in the pulmonary artery com- 
pared with the atrial specimens. Just beneath the 
valve in the right ventricle there was a 2 volumes 
per cent increase in oxygen saturation of the blood 
as compared with the rest of the right ventricular 
specimens. A patent ductus arteriosus was visualized 
in a retrograde aortogram. 

On October 24, 1957, the patent ductus arteriosus 
was divided. It was 1.5 cm. in diameter and 0.75 
cm. in length. The patient gained weight after the 
operation and, in contrast to her preoperative sta- 
tus, was able to play with friends without tiring. 
X-ray films showed a decrease in the cardiac sil- 
houette and in the pulmonary vascular markings. 
The edge of the liver, palpated five fingerbreadths 
below the costal margin before operation, was felt 
at the costal margin after the patient recovered. 


Case 2. The patient, a girl 4 years of age, had had 
pneumonia when 18 months old, and the mother 
was informed at that time that the patient had “a 
heart murmur.” The patient frequently had respira- 
tory tract infections and exertional dyspnea. She 
had never been digitalized. 


On physical examination it was noted that the 
heart was enlarged to the anterior axillary line at 
the sixth intercostal space. There was a grade VI 
systolic thrill and a typical machinery-like murmur 
heard at the left second and third intercostal spaces. 
At times, however, only a systolic murmur could be 
heard. The edge of the liver was felt four finger- 
breadths below the right costal margin. 


The hemoglobin content was 13.8 gm. per 100 cc. 
of blood. Erythrocytes numbered 4.7 million and 
leukocytes 10,700 per cu. mm. Results of urinalysis 
were within normal limits. Fluoroscopic examination 
showed the heart to be enlarged anteriorly and pos- 
teriorly to the right, and also to the left. The pul- 
monary arteries and peripheral pulmonary vessels 
pulsated vigorously and appeared to be more prom- 
inent on the right than on the left. An electrocardio- 
gram was interpreted as showing left atrial enlarge- 
ment and a suggestion of right ventricular hyper- 
trophy. 

Right heart catheterization was done on January 
29, 1958. The right ventricular pressure was 145/4 
mm. of mercury. The catheterization did not reveal 
any evidence of a ventricular septal defect. As the 
catheter could not be passed into it, pulmonary 
artery specimens were not obtained. 


The ductus was divided on February 25, 1958. It 
was 12 mm. in diameter and in length. The edge of 
the liver, which was four fingerbreadths below the 
costal margin before operation, was three finger- 
breadths below immediately afterward, and six 
hours later it could not be palpated. The patient did 
well after recovery. When last observed she was 
playing normally and was gaining weight. 
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Figure 1.—Artist’s drawing of large patent ductus ar- 
teriosus in Case 3. The pulmonary artery pressure was 
equal to systemic artery pressure. 


Case 3. The patient was a 12-year-old girl who 
was reported to have had a “heart murmur” first 
noted at the age of six weeks. Cyanosis was noted 
at the age of six years on a hot day after the patient 
had been playing very strenuously, and again at the 
age of eight years. She usually rested in a squatting 
position up to the age of eight years but not after 
that. Shortness of breath on exertion was frequently 
noted. The patient had been receiving digitalis for 
four years. 


The heart was enlarged to the anterior axillary 
line in the sixth intercostal space. P, was four times 
as loud as A,. There was no diastolic murmur. The 
liver was palpated two fingerbreaths below the costal 
margin. 

Cardiac catheterization was carried out. The pres- 
sure was 130/0 mm. of mercury in the right ven- 
tricle and 130/80 mm. in the pulmonary artery. 
The oxygen saturation of the blood in the pulmonary 
artery was four volumes per cent higher than in the 
blood in the right ventricle. 


On March 5, 1958, the ductus was divided (Figure 
1). It was 20 mm. in diameter and 5 mm. long. 
The patient did very well and returned to full ac- 
tivity. 


OPERATIVE TECHNIQUE 


The technique used in these cases was as follows: 


The patient was placed in the posterior lateral 
position and entrance into the chest was made 
through the fifth intercostal space on the left side. 
The ductus arteriosus was isolated. Care was taken 
not to injure the vagus nerve, the phrenic nerve or 
the recurrent laryngeal nerve. Potts clamps were 
placed on the aortic side of the ductus and on the 
pulmonary artery side of the ductus. The ductus was 
partially divided and a 4-0 arterial silk mattress 
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Figure 2.—Safe method of division to patent ductus arteriosus. 


suture was placed on the severed end of the ductus 
near the aortic side and another similar suture was 
placed on the pulmonic side. Further division of the 
ductus was then carried out and more mattress 
sutures were placed on each side. The procedure was 
continued until the ductus was completely divided. 
Then each end of the ductus arteriosus was further 
secured by two rows of continuous 5-0 arterial silk 
(see Figure 2). This technique is essentially that 


described by Bosher' for the safe division of a patent 
ductus arteriosus. 


DISCUSSION 


The first successful operative procedure for patent 
ductus arteriosus was performed in 1939 by Gross.* 
Since then, the technique has been improved by 
various surgeons, At present, most investigators 
agree that all patients with patent ductus arteriosus 
and a left to right shunt should have surgical cor- 
rection of this lesion. The operative mortality is 
lower than the risk of subacute bacterial endocar- 
ditis and heart failure. The operative mortality is 
less than one-third of 1 per cent. 


The diagnosis of patent ductus arteriosus is not 
difficult if the typical murmur is present. However, 
Damman and Sell? in 1952 reported that patients 
with high pressures in the pulmonary artery caused 
by a patent ductus arteriosus may have only a sys- 
tolic murmur. 


Cardiac catheterization should be done in all cases 
in which the diagnosis is not definite. However, at 
times it may be impossible even with catheterization 


to distinguish between a ventricular septal defect, 
an aortic septal defect and patent ductus arteriosus. 
Because of this, in the first of the three cases herein 
reported it was necessary to carry out retrograde 
aortography by inserting a needle into the femoral 
artery, passing a catheter through the needle into the 
ascending aorta and injecting radiopaque dye while 
taking multiple films rapidly. This technique out- 
lined the patent ductus arteriosus very well and 
differentiated this lesion from a ventricular septal 
defect and an aortic septal defect. 


SUMMARY 


Three patients with patent ductus arteriosus in 
whom, at cardiac catheterization, the pressures in 
the pulmonary artery were extremely high, are pre- 
sented. In two patients the pressure was as high in 
the pulmonary artery (130 mm. of mercury) as in 
the systemic circulation, and in the third patient the 
pressure was two-thirds as high. The patients all 
were greatly improved after the ductus was divided. 

2212 West Third Street, Los Angeles 57 (Kay). 
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Medical Care for the Aged 


ONE OF THE MAJOR PROBLEMS facing the medical 
profession of the United States today is the pro- 
vision of adequate medical and hospital services for 
the aged citizens. 

The problem has been placed before the Congress 
—the last Congress, that is—by Representative 
Aimee Forand, a Rhode Island Democrat, who 
proposed an extension of the Social Security Law to 
give hospital, nursing home and surgical services to 
social security beneficiaries. 

While Mr. Forand’s bill failed to get out of com- 
mittee in the last Congress, there is every indication 
that it will be reintroduced in the present Congress 
and that it may stand a better chance of passage 
than it had two years ago. 

Whether or not his bill passed Congress, Mr. For- 
and placed his finger on one segment of the Ameri- 
can population which has been left out of many 
voluntary health insurance plans and in which the 
need for medical and: hospital services is variously 
estimated as from two to three times the need in 
lower age groups. When his proposals are combined 
with the ever-present tendency of government bu- 
reaus to expand, it is obvious that the demand for 
government to enter this field of security will be kept 
alive and increased in the current Congress and in 
future sessions. 

Washington reports today indicate that more than 
a demand for social security coverage for the older 
population group is involved in this problem. For 
one thing, there are a lot of new Congressmen who 
were elected last November on a “liberal” platform. 
Arrayed against these are some older and more 
conservative members who are possibly more acutely 
aware of the broad social aspects of additional social 
security legislation, especially in the financial facet. 
With a government already deeply in debt, with new 
taxes demanded to cover a budget which a Repub- 
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lican president has presented with every anticipation 
of opposition wherever spending cuts appear, and 
with the public becoming daily more tax-conscious 
and tax-resistant, some of the older heads in Wash- 
ington are reported as fearful that further increases 
in social security taxes may engender a popular 
public revolt. 

Supporting the type of legislation which would 
give new and added benefits to older people is the 
American Federation of Labor-C.1.0. organization, 
a strong political body which is currently reported 
as saying that many Congressmen gained office 
through labor support and that they will be asked 
to repay this debt with labor-favored legislation. 

A month ago the A.F.L.-C.1.0. announced that 
social security benefits of hospital and medical care 
for older citizens was number four on labor’s legis- 
lative program. Two weeks later, it had moved to 
the number three spot and today is reported to be 
the number one “target” of labor in the welfare 
field, a field which is one of the most carefully 
tended in labor’s overall legislative agenda. 

With this background, medicine is faced with the 
need of deciding what to do, how to do it, and when. 
The American Medical Association has taken pre- 
liminary steps to encourage the provision of volun- 
tary health insurance coverage, at reduced profes- 
sional fees, for the over-65 age group. Private in- 
surance companies, under the impetus of Continental 
Casualty Co., and including Fireman’s Fund of San 
Francisco are starting to write a voluntary policy 
which offers a measure of coverage to older people 
but does not pretend to cover the entire cost of the 
care they may need. 

Ten years ago, when a comprehensive plan of 
compulsory health insurance was before Congress, 
the medical profession and private insurance inter- 
ests were able to stave off the frontal attack. As a 
result, time was gained to permit medical and pri- 
vate interests further to develop voluntary health 
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insurance plans. That this time has been well spent 
is attested by the fact that more than 70 per cent of 
the American public today has some coverage for 
hospital, medical and surgical bills. 

Today, with the approach made obliquely and not 
frontally, and with only one segment of the people 
involved—and that segment a sentimental favorite 
—there is grave question as to whether additional 
time may be secured for private enterprise to do the 
preliminary studies necessary before it can enter a 
field in which no one has experience and costs are 
unknown. 

If the supposition may be made that Congress 
will, in the next two years, seriously consider legis- 
lation extending federal assistance to the older-age 
group in meeting their medical and hospital bills, 
the medical profession will be faced with making a 
decision as to its own stand. 

Should such legislation be opposed frontally and 
with finality? Should medicine exert all its efforts 
to the defeat of such a proposal, in the knowledge 
that if its fight fails it may be confronted with 
something even worse than it had imagined? 

As another alternative, should medicine just ig- 
nore the legislative threat and supinely accept what- 
ever comes out of Congress? 

Or, should medicine get into the picture and at- 
tempt to guide the content and the progress of this 


type of legislation, in the belief that a better end 
product might result? Should the old adage of 
joining those whom you can’t defeat be applied? 

These questions are being asked of physicians by 
physicians today. There are advocates of each of 
the three routes suggested above. There are also 
opponents of each. 

Obviously, these questions are due to be thrashed 
out in the A.M.A., in the state and territorial medi- 
cal associations and in the county medical societies 
in the next twelve months—if, indeed, there is that 
much time left for reaching decisions. 

The California Medical Association already has 
these questions in mind and has taken some prelim- 
inary steps to try to reach an answer which will, at 
one time, meet the government-labor-public demand 
for care for old people and establish a system under 
which physicians may practice their profession with 
at least a close approximation to the methods for 
which they were trained and to which they have 
become accustomed. 

There is no comfort in facing a situation where 
the profession must come up with an adequate an- 
swer of its own in order to stave off something that 
government might dream up which would be incal- 
culably worse. Yet, it seems incumbent on the medi- 
cal profession today to bring out an answer to a 
problem. 


Letters to the Editor... 


Heart Disease in Transport Workers 


Editor, CALIFORNIA MEDICINE: 


Several friends have written us about the exceed- 
ingly interesting article by Dr. Rosenman and Dr. 
Friedman in your issue of September 1958 [The 
Possible Relationship of Occupational Stress to Clin- 
ical Coronary Heart Disease, page 169] in which 
they retabulated data in our paper dealing with 
the coronary experience of London transport work- 
ers.! In this paper it was shown that the drivers 
of London’s buses suffered more coronary heart 
disease than bus conductors, and the drivers of 
the trams and trolleys more than their conduc- 
tors. All these vehicles are double-deckers. Doc- 
tors Rosenman and Friedman have now shown that 
the conductors of the buses had a higher inci- 
dence of coronary heart disease than the drivers of 
the trams and trolleys, 2.0 per 1,000 compared with 
1.72. This is quite correct, though allowance should 
of course be made for the differences in the age 
composition of the two groups of men. We have 
been back to the original data and the position is 
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that under 50 years of age the tram and trolley 
drivers had more of all forms of the disease than 
the bus conductors, and at all ages they had a higher 
incidence of “sudden death,” of not so rapidly fatal 
infarction, and of nonfatal infarction. But there was 
a gross excess of angina among the bus conductors 
at ages over 50, enough to produce an overall higher 
rate of the disease in them compared with the tram 
and trolley drivers. These figures all refer to the two 
years 1949-50 and they are rather small. We have 
now accumulated a few months short of 10 years’ 
data (as well as much information on blood pres- 
sure, blood lipids, somatotype, etc.) and hope to 
publish further results in due course. Meanwhile it 
can be said that certain patterns seem to be estab- 
lished. The striking driver-conductor difference is in 
the most malignant form of coronary heart disease, 
“sudden death” as the first clinical manifestation 
under 50 years of age. This is running four times 
higher in the drivers than in the conductors; and the 
picture seems to be about the same in each group of 
drivers compared with either group of conductors. 
Other forms of the clinical disease have other rela- 
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tions to the men’s work—an example of the iden- 
tification of syndromes by epidemiological methods.” 
Several studies that have been carried out here show 
more, and more general, advantage to the physically 
active; and it may well be that there are special fac- 
tors in the case of bus conductors. We cannot re- 
member whether we did the particular “cross” that 
Doctors Rosenman and Friedman make, but do 
recollect that our main anxiety was to compare 
groups that were as like as possible to each other, 
differing only in their actual job. Hence our em- 
phasis on the comparison of bus drivers with bus 
conductors and tram and trolley drivers with tram 
and trolley conductors. 

Be all this as it may be we cannot see its connec- 
tion with the hypothesis about the role of occupa- 
tional and other social strains in the production of 
clinical coronary heart disease. To describe the 
buses as “downtown” and the trams and trolleys as 
“suburban” is quite wrong for London. The trams 
and trolleys did not serve Piccadilly and the Strand 
in 1949-50 though they came pretty close; but they 
did (and do) traverse most densely populated and 
built-up urban, and industrial areas with only too 
much of congestion, traffic jams, rush hours and 
the rest of it—if these are the strains Doctors Rosen- 
man and Friedman are thinking of. London is a 
region and not an ordinary city. In fact the buses 
covered (and cover) more “suburban” areas in the 
usual connotation of that term than the trams and 
trolleys. 

The hypothesis about nervous strain is today a 
highly important one and epidemiologists are very 
conscious that they have so far been able to make 
little contribution to its testing. It is not for lack of 
interest. Our paper which has already been quoted! 
showed that government office clerks, middle-grade 
executive officers in the Civil Service, and telephon- 
ists (with much night work), three groups of men 
with very different occupational strains, all had very 
similar experiences of coronary heart disease, and 
similar also to that of the bus drivers. Schoolmasters 
had no more than the men who serve behind the 
counters in post offices. The coronary experience of 
postmen (ours walk and cycle a lot) and of bus 
conductors was remarkably alike. It was observa- 
tions like these that turned our minds to habitual 
physical activity, and its absence, as a possible com- 
mon factor. The national necropsy survey of middle- 
aged men recently carried out in this country showed 
that ischaemic myocardial fibrosis in deaths from 
injuries, infections and cancers was as common in 
part-skilled light workers as in skilled, as common 
in these as in professional and business men,’ and 
commoner in all of these than in active and heavy 
workers.? 
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The latest report on coronary heart disease pub- 
lished by our national office of vital statistics* 
showed that mortality ranged from 207 in radio and 
telegraph operators to 55 for agricultural workers. 
The occupations in the table had the worst records. 
The ratio for all men is 100 and only the most 
reliably based figures are quoted. These are mostly 
sedentary and “light” occupations in terms of phy- 
sical activity, some with and some without obvious 
social and emotional strains. 


Mortality from Coronary Heart Disease, Males Aged 20 to 64, 
inclusive, England and Wales, 1949-53 





Standardised 
Mortality 
Ratio 
Radio and telegraph operators ................-.-...-:--0-0-0-0-- 207 
Roman Catholic priests and monks ..........................-- 193 
Dock and harbour officials, etc........................2-0-0------- 175 
CI a Os edie eceanstecesnatints 169 
I a cc rcccedent Sn en eet 159 
Commercial brokers, agents, etc. ...............--....--0---0-+ 156 


Clergymen (Church of England) 
TONING aco scott beast peed neees Letina: 
Managers and directors in communications 
(mainly post office) 
Garment workers .................-....:0:-s:000+- 
"GRO ORRTRIGNE iio es 
I oie seek ahcct ts iscaseseateeee re ana e 








The radio and telegraph operators (“other di- 
rected”?) are a very interesting group. Is this the 
archetypal modern man—on a high standard of 
living, sedentary, required to be at a chronic low 
alertness which is punctuated with spasms of ner- 
vous activity? There are no data on his smoking 
habits but they would be worth getting. The tele- 
phonists may be in the same category. The chemists, 
too, have characteristically twentieth century jobs 
and are probably an upwardly very mobile group 
(first appearance of the Lucky Jims?). But there is 
not much sign in this table of tycoons great and 
small, organization men, high or low pressure execu- 
tives and vice-presidents. Business managers showed 
a ratio of 112 and company secretaries, 115; office 
clerical workers, however, 132. Bureaucrats did 
rather well with the top civil servants, ratio of 94— 
parkinsonism evidently is life-saving. The only “blue 
collar” group, the garment workers, is a very mixed 
one; and in general there is a striking absence of 
obvious labor victims of alienation—or automation. 
Foremen, the marginal men, ratio 99. These figures 
do not seem to take us very much further. 

It is a pity that Dr. Breslow and Mr. Buechley 
were so brief and tantalising in their discussion of 
the probability that there are multiple important 
causes of coronary heart disease (same issue of your 
journal, page 175). European studies show an asso- 
ciation between coronary heart disease and physical 
activity of work; several studies in the U.S.A. show 
none. Are different combinations of causes effective 
in the U.S.A. and in Europe? And are these related 
to the dreadfully high rate of coronary heart dis- 
ease that is reported in the U.S.A. compared with 
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Europe and, in particular, with Scandinavia?? This 
could well be so. The investigation of occupational 
and other nervous strains may be illuminating, and 
it makes good sense that these should be sought 
first in the U.S.A. which is at a more advanced 
stage of technological development than Europe. 
Meanwhile, the first thing we would like to know is 
the comparative frequency of coronary atheroscler- 
osis in these various populations. The findings on 
the American soldiers in Korea came as a shock to 
us here but we have no data yet on the prevalence 
of this condition in young Englishmen, soldiers or 
others. 

The statement of Doctors Rosenman and Fried- 
man that there was a sharp rise of myocardial in- 
farction among British general practitioners’ be- 
cause they were “suddenly compelled by the then 
new system of medical practice to treat a remarkable 
number of patients” is without foundation. The 
National Health Service began in July 1948 and the 
increase of coronary heart disease among the gen- 
eral practitioners was substantial in 1947. More- 
over, the increase in the volume of their work due 
to the new service was quite modest—about 10 per 
cent. In detail, comparing the figures for July 1946 
to June 1948 with those of July 1948 to June 1950, 
the increase was 1] per cent and confined to office 
consultations; but there was also some increase in 
the number of general practitioners during this 
period. Interested readers should refer to®78, Why 
the general practitioners and not the specialists 
suffered a sudden increase of coronary heart disease 


Editor, CALIFORNIA MEDICINE: 


We have been privileged to comment upon the 
letter of Dr. Morris and Dr. Raffle. We are glad that 
they have confirmed our observation that their data, 
as originally published, indicated that the entire 
group of conductors of the buses had a higher inci- 
dence of clinical coronary heart disease than did the 
tram and trolley drivers. It is interesting that the 
authors, on reviewing their data, now find that if 
only drivers and conductors under 50 years of age 
are tabulated, apparently there are more instances 
of clinical coronary disease among the tram and 
trolley drivers than among the bus conductors. How- 
ever, since no statistical data are presented in their 
letter, the latter difference in incidence may not be 
significant enough to justify any conclusion about 
its possible mechanism. Furthermore, it does not 
explain why both the conductors and the drivers of 
one particular route (which without question tra- 
verses the most heavily congested areas of London) 
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in 1947-50 is still quite unclear. None of the possible 
explanations that have been suggested has helped. 
At present one of our colleagues is making a study 
of the mortality of doctors in the National Health 
Service in relation to the nature of their work; and 
a special study of the general practitioners in rela- 
tion to volume of work, partnership versus single- 
handed practice, town versus country practice, and 
so on. Results should be available in a few years. 


Yours sincerely, 
J. N. Morris, F.R.C.P. 
P. A. B. Rarrie, M.D. 


London Hospital Research Laboratories, 
London, E.1., England. 
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have so much higher an incidence of clinical coro- 
nary disease than do comparable men working in 
other more peripheral routes. Certainly the conduc- 
tors and drivers of buses in such congested areas 
have as much or more physical exercise as do those 
working in similar vehicles in other areas. 

The difference in the incidence of myocardial in- 
farction in the two groups is interesting but fails to 
indicate necessarily either the degree or the inci- 
dence of the coronary atherosclerosis substrate in 
the two groups. Thus, infarction may be only a for- 
tuitous complication due either to coronary throm- 
bosis or the absence of sufficient collateral circula- 
tion rather than a valid index of the presence or 
severity of underlying coronary atherosclerosis. 
Such determinants of infarction of course may be 
separate from and influenced by factors entirely or 
partly different from those leading to the substrate, 
coronary atherosclerosis. Conceivably exercise could 
influence such determinants, but emotional stress, 
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in particular relation to thrombosis, also must be 
considered as another possible determinant. This 
latter possibility particularly should be considered 
since the type of job stress of a bus driver, as every- 
one knows, differs so radically from that of a coin 
collector, namely, the conductor. Similar criticism 
also can be made with regard to the pairing of postal 
switchboard operators and postmen delivering do- 
mestic mail. 

Finally, we would agree (J. Am. Med. Assoc., 
Correspondence Sec., Vol. 167, No. 2, page 252, 
May 10, 1958) with Drs. Morris and Raffle that it 


is extremely hazardous to attempt to use the type 


For Your Patients— 


A Personal Message to YOU: 


As your personal physician I consider it both a privilege and a matter of duty to be 
available in case of an emergency. But, being only human you can understand that 
there are times when I may not be on call. I might be at a medical meeting outside the 


city, on a bit of a vacation—or even ill. 


added service. Here they are: 
OFFICE 


OFFICE 





HOME 


HOME 





of position or job itself as a measure of the presence 
and degree of occupational tension per se. Rather 
the latter can only properly be assessed by determin- 
ing the interaction of the individual himself with 
his particular environmental status. Such an assess- 
ment and the results of varying behavior patterns 
upon the incidence of clinical coronary disease re- 
cently has been made by us (Circulation, Vol. 18, 
No. 4, part 2, pages 721-722, Abstracts of the 31st 
Scientific Sessions, October, 1958). 


Ray H. Rosenman, M.D. 
MEYER FRIEDMAN, M.D. 


Consequently, I thought it would be a good precaution if—on this gummed paper 
which you can paste in your telephone book or in your medicine cabinet—I listed num- 
bers where I can be reached at all times. Also, the number of a capable associate as an 


MY DOCTOR 


ASSOCIATE 
Sincerely, 


M.D. 


MESSAGE NO. 1. Attractive, postcard-size leaflets printed on gummed paper, you to fill in telephone 
numbers and your signature. Available in any quantity, at no charge, as another service to CMA 
members. Please order by Message Number from CMA, PR Department, 450 Sutter, San Francisco. 
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Council Meeting Minutes 


Tentative Draft: Minutes of the 442nd Meeting of 
the Council, Disneyland Hotel, Anaheim, Novem- 
ber 8, 1958 and the 443rd Meeting, Pebble Beach, 
December 13, 1958 


442nd Meeting 


The meeting was called to order by Chairman 
Lum in the Disneyland Hotel, Anaheim, on Satur- 
day, November 8, 1958, at 9:30 a.m. 


Roll Call: 


Present were President West, President-Elect 
Reynolds, Councilors MacLaggan, Wheeler, Todd, 
Foster, O’Neill, Kirchner, O’Connor, Shaw, Pear- 
man, Harrington, Davis, Sherman, Lum, Bostick 
and Teall, Speaker Doyle and Vice-Speaker Heron. 
Absent for cause, Editor Wilbur and Secretary 
Daniels. 


A quorum present and acting. 


Present by invitation during all or a part of the 
meeting were Messrs. Hunton, Thomas, Clancy, 
Marvin, Whelan and Collins of C.M.A. staff; Messrs. 
Hassard and Huber, legal counsel; Messrs. Read 
and Salisbury of the Public Health League; Doctor 
Walter E. Batchelder, medical director of the Can- 
cer Commission; county society executives Geisert 
of Kern, Rosenow of Los Angeles, Foster of Sacra- 
mento, Donmyer of San Bernardino, Nute of San 
Diego, Neick of San Francisco, Thompson of San 
Joaquin, Wood of San Mateo, Donovan of Santa 
Clara, DeVere of Stanislaus; legal counsel Fred O. 
Field of Los Angeles; Doctor William Gardenier 
and Mr. Wilson Wahlberg of California Physicians’ 
Service; Doctors Thomas Elmendorf, Robert E. 
Ploss, Donald H. Abbott, Dwight H. Murray, J. 
Lafe Ludwig, Horace Sharrocks, John Keye, Dan 
O. Kilroy, James Yant, Malcolm Merrill; Robert 
L. Day and Carl Moore of Kern County and Francis 
G. Mackey, Richard A. Preston, Edgar E. Struve, 
William Wickett, L. E. Wilson, Elmer H. Thomassen 
and J. B. Price of the Orange County Medical As- 


sociation. 
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1. Minutes for Approval: 

On motion duly made and seconded, minutes of 
the 441st meeting of the Council, held October 11, 
1958, were approved. 


2. Membership: 

(a) A report of membership as of November 6, 
1958, was presented and ordered filed. 

(b) On motion duly made and seconded, 33 de- 
linquent members whose dues have now been re- 
ceived were voted reinstatement. 

(c) On motion duly made and seconded in each 
instance, three applicants were voted Associate 
Membership. These were: Loyd W. Bond, Frank E. 
Hesse, Alameda-Contra Costa County, and Harold 
W. Nolen, Santa Clara County. 

(d) On motion duly made and seconded in each 
instance, two members were voted a reduction of 
dues because of postgraduate study. 


3. Financial: 


A report of bank balances, etc., as of November 
6, 1958, was presented and ordered filed. 

On motion duly made and seconded, it was voted 
to authorize the Finance Committee to extend the 
payments due on a loan granted to a member. 


4, Public Welfare Assistance Law: 


Chairman Lum reported on a meeting held the 
preceding evening between the Committee on Legis- 
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lation, the Liaison Committee to the State Depart- 
ment of Social Welfare and the members of Refer- 
ence Committee 3A of the 1958 House of Delegates. 
General agreement was reached at this meeting that 
the spirit and the intent of Resolution No. 1 of the 
1958 House of Delegates are being followed by the 
appropriate bodies of the Association. 

On motion duly made and seconded, it was voted 
that the official policy of the Association should be 
that the administration of the Public Welfare As- 
sistance Law should be handled at the local level. 

On motion duly made and seconded, the follow- 
ing resolution was adopted: 


Resolved, (a) That the Commission on Medical 
Services be instructed to incorporate into a continu- 
ing study of medical care plans an immediate crash 
program to suggest recommended principles for 
guidance of the C.M.A. Council in its consideration 
of current labor medical care programs, tax-sup- 
ported governmental medical care programs and 
other governmental intervention into the private 
practice of medicine, as well as closed-panel plans; 
and (b) that in this program the Commission on 
Medical Services work in close liaison with the 
newly created C.M.A. Bureau of Economic Plan- 
ning and Research. 


5. Committee on Legislation: 


Mr. Hassard reported that a new legislative meas- 
ure had been prepared to secure adequate investi- 
gation of proposed cancer treatments and _ that 
legislators who had opposed this type of legislation 
in the past were apparently in favor of this new 
draft. On motion duly made and seconded, it was 
voted to introduce or to support this measure if 
introduced by others. 

Doctor Kilroy reported that the dentists have 
sponsored legislation which would place the licens- 
ing of the healing arts professions under a separate 
department through a reorganization of the present 
Department of Professional and Vocational Stand- 
ards. It was agreed to support this proposal or, if 
it should fail, to seek licensure of the healing arts 
under a new division of the State Department of 
Public Health. 

Doctor D. H. Murray, former legislative chair- 
man, reported that plans are now in operation for 
the screening of graduates of foreign medical 
schools in their own or other foreign countries. He 
urged that the state maintain its own standards in 
licensing of medical school graduates, including the 
present provisions for reciprocity on licensing. On 
motion duly made and seconded, it was voted to 
reaffirm the Association’s earlier stand on this sub- 
ject, in conformity with existing laws. 

Discussion was held on a resolution adopted by 
the 1957 House of Delegates which sought to have 
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all legal and other costs be made a part of the court 
record in liability cases. It was agreed to refer this 
matter to the Liaison Committee to the State Bar 
of California. } 

Reporting on the consideration given to resolu- 
tions adopted by the 1958 House of Delegates, Doc- 
tor Kilroy reported and the Council acted as follows: 

Resolution No. 67, relative to the Nursing Prac- 
tice Act—moved, seconded and voted to refer to the 
Committee on Other Professions. 

Resolution No. 1, public welfare assistance— 
moved, seconded and voted to authorize the com- 
mittee to sponsor legislation to require local public 
welfare boards to appoint physicians as members. 

Resolution No. 40, relating to tax deductions for 
medical expenses—it was agreed that the committee 
should seek to make these deductions for state in- 
come tax purposes the same as for federal taxes. 

Resolution No. 47, relating to tax deductions for 
expenses of higher education—agreed to defer ac- 
tion pending needed changes in federal legislation. 

Resolution No. 3, relative to seat belts in new 
automobiles—moved, seconded and voted to sponsor 
legislation embodying this requirement. 

Resolution No. 52, relative to special insignia for 
physicians’ cars—no action needed; existing laws 
make this provision. 

It was regularly moved, seconded and voted to 
sponsor legislation to secure legal privilege for phy- 
sicians’ records used in infant mortality and mor- 
bidity studies. 

It was regularly movéd, seconded and voted 
that the Council address a letter to all county so- 
cieties, scientific sections and commissions and 
committees, calling their attention to the need for 
channeling all proposed legislation through the 
Council and the Committee on Legislation. 

Doctor J. Lafe Ludwig, a member of the Com- 
mittee on Legislation of the A.M.A., reported that 
labor legislative advocates have given a high pri- 
ority to legislation to provide hospitalization and 
medical care to the aged on a federal basis. 


6. Committee on Mental Health: 

Doctor Stuart Knox, chairman of the Committee 
on Mental Health, presented a report on a proposed 
legal definition of insanity to be used in criminal 
cases. It was agreed to postpone action on this 
topic until the next Council meeting. 

Discussion was held on the matter of privilege 
of psychiatrists’ records and it was regularly moved, 
seconded and voted to refer this to the Commission 
on Professional Welfare as a part of its overall 
study of the matter of privilege. 

Doctor Knox also reported on discussions held by 
the committee on the subject of narcotics. The com- 
mittee felt, he reported, that the medical aspects of 
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narcotics addiction should be recognized in con- 
tradistinction to the criminal aspects of narcotic 
traffic. It was regularly moved, seconded, and voted 
that the Committee on Mental Health be empowered 
to meet with the heads of the Department of Public 
Health and the Department of Mental Hygiene on 
a scientific basis and report back to the Council and 
the House of Delegates with suggestions for a pilot 
program on the medical aspects of narcotics addic- 
tion. 


7. Coroners’ Cases: 

Doctor Todd presented the possibility of assuring 
that coroners take and retain tissues as a permanent 
file in cases requiring autopsy. On motion duly 
made and seconded, it was voted to request the 
Committee on Legislation to study the advisability 
of sponsoring legislation to make it permissible for 
coroners to take and retain tissues in a permanent 
file in cases coming under their jurisdiction. 


8. State Department of Public Health: 


Doctor Malcolm Merrill, State Director of Public 
Health, discussed the proceedings of meetings re- 
cently held by the American Public Health Associa- 
tion and the Association of State and Territorial 
Health Officers. 

Doctor Merrill also reported that the subcom- 
mittee of the Medical Advisory Committee to the 
Crippled Children’s Services had under considera- 
tion the question of various disease entities which 
might be made a part of the overall program and 
had under consideration a large field of diseases 
which were potential additions. 

On motion duly made and seconded, it was voted 
that epilepsy is not now considered an appropriate 
condition to be added to the Crippled Children’s 
program until a study can be made to determine the 
relative importance of a number of diseases for 
inclusion or exclusion under this program. 


9. Public Relations: 


Ed Clancy, director of public relations, presented 
some advertisements prepared by the A.M.A. on the 
subject of the right to choose a personal physician. 
He reported that these proposed advertisements will 
be presented to the county societies and he requested 
the Councilors to lend their support to programs in 
the county societies to run this copy in their local 
newspapers. 


10. Committee on Postgraduate Activities: 


Doctor Edward C. Rosenow, Jr., chairman of the 
Committee on Postgraduate Activities, reported that 
the committee had voted to discontinue its West 
Coast circuit and to omit Napa as one of the meet- 
ing cities on the northern circuit. On motion duly 
made and seconded, authority was voted to make 
these changes. 
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Doctor Rosenow also discussed requests received 
to stage commercial exhibits at postgraduate insti- 
tutes and it was regularly moved, seconded and 
voted that county medical societies or auxiliaries 
might put on such exhibits if the county society 
where the institute was planned gave approval. 


11. Commission on Professional Welfare: 


Councilor Kirchner, chairman of the Commission 
on Professional Welfare, reported that the commit- 
tee on insurance had drawn up specifications for a 
suggested group major hospitalization insurance 
contract and would seek bids from underwriters. 


12. Legal Department: 


Mr. Hassard reported on a series of suits brought 
against a pharmaceutical manufacturer following 
the death or crippling of a number of individuals 
following use of the company’s product. The jury 
had found the company not liable for negligence 
but, under instructions from the trial judge, liable 
for damages because of a breach of implied war- 
ranty of its product. This is the first court decision 
holding for such lability. On motion duly made 
and seconded, it was voted to authorize legal counsel 
to file an amicus curiae brief in behalf of the com- 
pany on the basis of the effects of such ruling on 
the practice of medicine, in the event other organi- 
zations do not so act. 

On motion duly made and seconded, approval was 
voted for a proposed letter to the State Bar of Cali- 
fornia, expressing opposition to legislation which 
might be introduced to authorize the use of text- 
books in lieu of expert testimony in medical and 
other professional liability cases. 


13. California Physicians’ Service: 


Vice-Speaker Heron, as a member of the Board 
of Trustees of California Physicians’ Service, re- 
ported that the administrative streamlining of C.P.S. 
was going smoothly and that substantial annual sav- 
ings were anticipated. He also reported that Cali- 
fornia Physicians’ Insurance Corp. would enter a 
bid on the group major hospitalization insurance 
plan discussed earlier in the meeting. 


14. Medical Executives Conference: 


Mr. Hunton reported that the Medical Executives 
Conference had met a day earlier and that minutes 
of the meeting would be sent to all members of the 
Council. 


15. Report of the President: 


President West reported that the Committee for 
Emergency Action had met and approved a pro- 
gram to secure additional returns from members on 
the Relative Value Study reevaluation which is now 
under way. 
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16. Report of the President-Elect: 


President-Elect Reynolds reported on some re- 
cent visits to county societies and stated that at one 
meeting he had offered the major alternatives facing 
ithe profession in consideration of proposed legisla- 
tion to provide additional hospital and medical serv- 
ices for the older segment of the population. It was 
agreed that this subject be pursued further at the 
meeting of county society officers planned for Jan- 


uary 10, 1959, in Los Angeles. 


17. Section on Radiology: 

Suggestions made by the Section on Radiology 
for implementing the proposals made in Resolution 
No. 71 of the 1958 House of Delegates were pre- 
sented and, on motion duly made and seconded, re- 
ferred to the Commission on Medical Services for 
study and report. 


18. Constitution Study Committee: 

A report of the Constitution Study Committee, to 
which had been referred the first three items of 
Resolution No. 23 of the 1958 House of Delegates, 
was presented and approved. The report suggested 
that as a means of improved communications all 
material to go before meetings of the Council be 
sent in advance to the officers of the county soci- 
eties and had asked that further study be given to 
the matter of representation of societies and their 
members in the C.M.A. 

Councilor Davis proposed a new format for the 
Council agenda, which is to be submitted for con- 
sideration, 

19. Committee on Nominations: 

It was agreed that the Committee on Nominations 
should look into nominations to be made to the 
State Department of Public Health for physician 
members of regional advisory boards on the prob- 
lem of rabies. 

Chairman Bostick of the committee suggested the 
possibility of adding to some committees the names 
of additional ex-officio members, including laymen 
where so indicated. 


20. Homes for the Aged: 


A resolution adopted by the Council of the Los 
Angeles County Medical Association, requesting 
further study of the problems of homes for aged 
people was considered and, on motion duly made 
and seconded, voted referred to the Committee on 


Problems of the Aged. 


21. Attendance at Council Meetings: 

On motion by Councilor Sherman, duly seconded, 
it was voted to invite various specialty groups, in- 
cluding the California Academy of General Prac- 
tice, to send observers, at their own expense, to 
Council meetings. 
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22. “Challenge to Socialism”: 


On motion by Councilor Teall, duly seconded, it 
was voted to subscribe to the above-named service 
for all members of the Council and all county medi- 
cal societies. 


Adjournment: 


There being no further business to come before it, 
the meeting was adjourned at 6:15 p.m. 


Donatp D. Lum, M.D., Chairman 
Joun Hunton, Acting Secretary 
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443rd Meeting 


The meeting was called to order by Chairman 
Lum at the Pebble Beach Lodge, Pebble Beach, 
California, on Saturday, December 13, 1958, at 
9:30 a.m. 


Roll Call: 


Present were President West, President-Elect 
Reynolds, Speaker Doyle, Vice-Speaker Heron, 
Councilors MacLaggan, Wheeler, Todd, Foster, 
O’Neill, Kirchner, O’Connor, Pearman, Harrington, 
Davis, Sherman, Lum, Bostick and Teall, and Edi- 
tor Wilbur. 

Absent for cause, Councilor Shaw and Secretary 
Daniels. 

A quorum present and acting. 

Present by invitation were Messrs. Hunton, 
Clancy, Thomas, Whelan, Collins and Dr. Batchel- 
der of C.M.A. staff; Messrs. Hassard and Huber of 
legal counsel; Messrs. Read and Salisbury of the 
Public Health League of California; county society 
executives Scheuber of Alameda-Contra Costa; Jen- 
sen of Fresno, Geisert of Kern, Rosenow of Los An- 
geles, Field of Los Angeles, Bannister of Orange, 
Marvin of Riverside, Foster of Sacramento, Nute 
of San Diego, Neick of San Francisco, Wood of 
San Mateo, Donovan and Colvin of Santa Clara, 
Grove of Monterey and Dermott of Sonoma; Dr. 
Larsen and Messrs. Paolini and Lyon of California 
Physicians’ Service; Doctors Englehorn, Clark, Har- 
ness, Smith, Simard, Helfrich and others of the 
Monterey County Medical Society; Doctors Moore 
and Day of the Kern County Medical Society; Doc- 
tor Edward Liston of the Santa Clara County Med- 
ical Society; Doctors John Keye, Wayne Pollock, 
James McPharlin, Rudolph Toller, Thomas Elmen- 
dorf, Robert C. Combs, William Kaiser, Wilbur 
Bailey, Donald Ross, Malcolm Merrill, Dan O. Kil- 
roy, Malcolm S. M. Watts and others. 


1. Minutes for Approval: 


On motion duly made and seconded, minutes of 
the 442nd meeting of the Council, held November 
8, 1958, were approved. 
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2. Membership: 


(a) A report of membership as of December 11, 
1958, was presented and ordered filed. 


(b) On motion duly made and seconded, 13 
members whose delinquent dues had been received 
were voted reinstatement. 


(c) On motion duly made and seconded, Doctors 
Audrey Woodrow Talley of San Francisco and 
Ruth Standard of Sonoma were elected to Associate 
Membership. 


(d) On motion duly made and seconded in each 
instance, three applicants were elected to Retired 
Membership. These were: Hugo H. Schmitt, Santa 
Clara County, and Hans Lisser and Hans A. Meyer, 
San Francisco County. 


(e) On motion duly made and seconded, two 
members were voted reductions of dues because of 
illness. 


3. Financial: 


A report of bank balances and investments as of 
December 11, 1958, was presented and ordered 
filed. 


4. Commission on Medical Services: 


Doctor Francis J. Cox, chairman of the Commis- 
sion on Medical Services, reported on a variety of 
items for the commission. These included the fol- 
lowing: 

(a) Resolutions No. 21 and No. 15 of the 1957 
House of Delegates, relative to hospital accredita- 
tion. This matter was considered jointly with an- 
other report—see Item 13. 


(b) Resolution No. 71 of the 1958 House of 
Delegates, relative to the practice of radiology in 
hospitals. On motion duly made and seconded, it 
was voted to send copies of the resolution, together 
with a covering letter, to the chiefs of staffs and 
hospital radiologists, together with radiologists in 
private practice, of all hospitals in California. 

(c) Resolution No. 46, 1958 House of Delegates, 
relative to third parties. It was agreed to give fur- 
ther study to this matter. 


(d) Resolution No. 6, 1958 House of Delegates, 
relative to the industrial accident fee schedule. To 
be restudied in the light of the current relative value 
study. 


(e) Resolution No. 62, relative to uniform claims 
forms. Report deferred pending results of a study 
under way by a subcommittee. 


(f) Resolution No. 14, combined with others, 
relative to annual resurveys of fee levels. It was 
agreed that annual studies be made but that they 
may be on the basis of samplings and not complete 
reviews. 
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(g) Resolution No. 60, relative to pooled claims 
departments and a central clearing house for insur- 
ance carriers, it was agreed that action along this 
line is premature in view of pilot programs in 
county societies which include claims processing as 
an integral part of the plan. 

(h) Definition of “indigent.” Re-referred to 
Commission for further study. 

(i) Uniform claims forms. The Commission re- 
ported that it was considering the development of a 
single claims form to be used for all accident and 
health insurance cases, in place of the two forms now 
in use. In so doing, it is following the principles 
developed in San Diego County which provide, basi- 
cally, that where reporting is performed by the phy- 
sician without charge, the physician has the right to 
determine the type and degree of the service, that 
wherever the insurance company or agency wishes 
additional information an appropriate fee shall be 
charged, and that a first report form be developed 
and made available to physicians. 

(j) The Commission reported that it is establish- 
ing a subcommittee on foundations as a central 
point for information on this subject. 

(k) The Commission suggested the possible re- 
vision of the Constitution of the Association so as to 
include the understanding and implementation of 
socio-economic conditions as one of the purposes of 
the Association. This was re-referred to the commis- 
sion for further study and consultation with legal 
counsel. 

(1) The Commission presented a series of princi- 
ples which it proposed for adoption as guides in the 
provision of medical services under current condi- 
tions where insurance and similar protection is avail- 
able to patients. These principles were re-referred to 
the Commission for further study and report. 

On motion duly made and seconded, it was voted 
to refer to the Commission on Medical Services the 
problem of a study to recommend to the county 
medical societies an appropriate method of estab- 
lishing the usual fees in the local area. 

(m) Medicare. It was reported that the Depart- 
ment of the Army has requested that the present 
Medicare contract which will expire in February, 
1959, be extended for 12 months. On motion duly 
made and seconded, it was voted to accede to this 
request, with the proviso that the words “as appro- 
priate” be deleted from the contract section which 
provides that the Association negotiate for the fees 
to be paid physicians under the contract. 

5. Committee on Other Professions: 

Doctor Wayne Pollock, chairman of the Commit- 
tee on Other Professions, reported that representa- 
tion was advisable on a committee established to 
review the progress of accelerated nurse training 
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programs. On motion duly made and seconded, it 
was voted to name such representatives. 


6. Appointment of Executive Director: 

Doctor Sherman reported that the Council had 
adopted a resolution calling for the appointment of 
an Executive Director and that Mr. Howard Hassard 
had been appointed to that position, effective Janu- 
ary 1, 1959. The Council’s resolution follows: 


Resolved That: 

1. Effective January 1, 1959, the position of Exec- 
utive Director is established. 

2. He shall be chief executive officer of the Asso- 
ciation and generally supervise and direct all admin- 
istrative activities of the Association. 

3. He shall have complete charge of all employees. 

4. He shall be directly responsible to the Council. 


and Resolved That: 


a. Howard Hassard is selected Executive Director, 
on a part-time basis. 

b. Compensation for his services and fringe bene- 
fits to be as agreed between the Chairman of the 
Council and Finance Committee and the firm of 
Peart, Baraty & Hassard. 


7. Committee on Mental Health: 


Doctor Rudolph Toller discussed the proposal of 
the Committee on Mental Health that legislation be 
sought to provide a modern and useable definition 
of legal insanity in criminal cases. On motion duly 
made and seconded, it was voted to refer this pro- 
posal to the Committee on Legislation for study and 
further report. 

Doctor Toller also discussed the question of priv- 
ilege as applied to psychiatrists’ records. On motion 
duly made and seconded, it was voted to request the 
Commission on Professional Welfare, which has the 
broad question of privilege under study, to have a 
member of the Committee on Mental Health sit with 
it on this study. 


8. Public Welfare Assistance Law: 


Doctor Harrington reported that the Liaison Com- 
mittee to the State Department of Social Welfare had 
met with the State Board of Social Welfare and that 
the proposal had been made there for legislation 
which would debar from participation in the public 
welfare medical assistance program any individuals 
who had been shown to have abused the terms of 
the program. Doctor Harrington’s committee ex- 
pressed its belief that such legislation was improper 
and that the situation should be handled adminis- 
tratively. On motion duly made and seconded, it was 
voted to uphold the committee’s position. 

Doctor Harrington also reported that a proposal 
had been made that disabled persons be permitted 
to participate in the public welfare medical care pro- 


VOL. 90, NO. 2 + FEBRUARY 1959 


gram upon their depositing $6 a month in the fund. 
He also reported that costs were being cut by elim- 
inating the prescription of ataractics and steroids 
and that injectibles might later be eliminated. 

Mr. Hassard presented several proposed amend- 
ments to the welfare laws which would clarify the 
medical care program. On motion duly made and 
seconded, it was voted to refer these proposals to the 
Committee on Legislation for action. 


9. Committee on Legislation: 


Doctor Dan O. Kilroy, chairman of the Commit- 
tee on Legislation, reported that a meeting had been 
held with representatives of the Board of Medical 
Examiners and that the board’s legislative program 
appeared to be in keeping with sound standards. 

He also reported renewed interest in the subject 
of temporary permits for graduates of foreign med- 
ical schools to serve as interns and residents in 
California hospitals. On motion duly made and 
seconded, it was voted to refer this matter to the 
Committee for Emergency Action. 

Mr. Ben Read reported that under a state propo- 
sition passed at the November election, the 30-day 
legislative recess which has been held in previous 
sessions has been done away with. Instead, the law 
now provides that the Legislature shall meet for not 
more than 168 days, starting January 5 and ending 
June 19, 1959, and that bills may be introduced at 
any time during this period. 


10. Public Relations: 
Mr. Ed Clancy reported that all House of Dele- 


gates resolutions referred to the Committee on Pub- 
lic Relations had been implemented. He also reported 
that a program of tetanus immunization was under 
way in Orange County through tetanus toxoid in- 
jections and that such programs may be instituted in 
other areas. 


11. Committee on Insurance: 


Doctor Homer Pheasant, chairman of the Com- 
mittee on Insurance, reported that 52 insurance 
companies had been invited to bid on the specifica- 
tions for group major hospitalization insurance de- 
veloped by the committee’s consultant. Of these, 11 
companies have indicated an interest to date and 
several have suggested variations from the specifica- 
tions originally sent out. On advice of the consultant, 
the committee suggested that further study be given 
to the matter, with a report to be made in February. 
The Council approved this suggestion. 

12. Legal Department: 

Mr. Hassard reported that on a court case where 
he had been authorized to enter an amicus curiae 
brief in behalf of the defendant, another organiza- 
tion has authorized such a filing, in opposition to 
the doctrine of implied warranty. 
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13. Committee for Emergency Action: 


Doctor West reported that the Committee for 
Emergency Action had met with a similar committee 
from the California Hospital Association and with 
representatives of the State Department of Public 
Health in regard to problems of hospital operations 
and medical management and that further meetings 
of this type were planned. 

On motion duly made and seconded, it was voted 
to refer to the appropriate committee, to be selected 
by the Committee on Committees, the problem of 
preparing the medical aspects to be used in hospital 
standardization. 


14. 1959 Annual Session: 


Doctor Doyle requested and was granted authority 
to invite to the February 22, 1959, meeting the presi- 
dents of the California Hospital Association, Cali- 
fornia State Nurses Association, California State 
Dental Association, Southern California State Den- 
tal Association, California Veterinary Medical Asso- 
ciation and California Pharmaceutical Association. 
These officials would be invited to attend the meeting 


of the House of Delegates and be introduced to that 
body. 


15. State Department of Public Health: 


Doctor Malcolm Merrill, State Director of Public 
Health, reported that a human death from rabies 
had been recorded in California, resulting from the 
bite of a bat. 

Doctor Merrill also displayed a chart showing the 
low incidence of poliomyelitis in California during 
the past year; he reported that polio outbreaks had 
occurred in three other locations and warned that 
California was not immune from such an outbreak. 
He also gave figures on the comparatively low per- 
centage of people in this state who had received a 
full series of polio shots. 


16. Commission on Medical Education: 


Mr. Thomas reported the recommendation of the 
Committee.on Maternal and Child Care that inves- 
tigators in the study of perinatal mortality be indi- 
viduals with adequate experience to investigate cases 
of maternal and perinatal mortality and need not be 
certified specialists in this field. The Council agreed 
with this recommendation. 


17. Committee on Committee Nominations: 


Doctor Bostick, chairman of the Committee on 
Committee Nominations, reported that his committee 
had under consideration the possibility of requesting 
the Council for authority to pay a nominal per diem 
to committee members who might be called from 
their offices on short notice in order to attend to 
Association business. A further report will be made 
on this proposal. 
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18. Committee on Advertising: 

A request from the Committee on Advertising for 
a statement of policy in regard to the acceptability 
of financial advertising was discussed and, on mo- 
tion duly made and seconded, it was voted to re- 
affirm a statement adopted in 1948, to the effect that 
the pages of CaLiIForNIA MEDICINE should be open 
to financial advertising of an institutional nature 
but not for the advertising of specific security offer- 
ings. 


19. Governor’s Traffic Safety Conference: 


A report from Doctor Chester Barta on the Gov- 
ernor’s Traffic Safety Conference, which he attended 
as an Association representative, was received and 
ordered forwarded to the Committee on Industrial 
Health for study and consideration. 


20. Other Associations: 


On motion duly made and seconded, it was voted 
to extend to Boyd Thompson, executive secretary of 
the San Joaquin County Medical Society, the thanks 
of the Association for his attendance at and diligent 
reporting on meetings of the Conference of Health 
and Welfare Plan Trustees and to thank his county 
society for making his services available. 


21. California Physicians’ Service: 


Doctor Heron reported that California Physicians’ 
Service has now covered more than 7,000 people 
under the $7,200 income ceiling contract in Los An- 
geles and other counties. He also reported that Cali- 
fornia Physicians’ Insurance Corp. was studying a 
contract for persons above the age of 65 and also the 
possibility of providing deductible contracts based 
on units of service rather than number of visits. 


22. National Foundation: 

Discussion was held on the request of the National 
Foundation for appointment of an individual to 
serve on a board to select candidates for fellowships. 
It was agreed that Doctor Bostick should bring in 
nominees for this appointment. 


23. Commissions and Committees: 

Doctor Bostick reported that his committee is 
recommending that By-Law amendments be prepared 
to place the Committee on Adoptions under the 
Commission on Community Health Services, the 
Committee on Private Practice of Medicine under 
the Commission on Professional Welfare, and the 
Committee on Scientific Work under the Commis- 
sion on Medical Education. The Council agreed to 
these proposals. 


Adjournment: 


There being no further business to come before it, 
the meeting was adjourned at 5:35 p.m. 


Donatp D. Lum, M.D., Chairman 
Joun Hunton, Acting Secretary 
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Barrow, JOHN VincENT. Died in Beverly Hills, December 
17, 1958, aged 81. Graduate of Rush Medical College, Chi- 
cago, Illinois, 1911, Licensed in California in 1911. Doctor 
Barrow was a life member of the Los Angeles County Medi- 
cal Association. 


+ 


Bishop, Harry Artuur. Died in Bakersfield, September 
24, 1958, aged 48, of multiple pulmonary and brain ab- 
scesses. Graduate of Northwestern University Medical 
School, Chicago, Illinois, 1936. Licensed in California in 
1937. Doctor Bishop was a member of the Kern County 
Medical Society, ‘ 


Conkun, James E. Died November 27, 1958, aged 48. 
Graduate of the University of Southern California School of 
Medicine, Los Angeles, 1939. Licensed in California in 
1939. Doctor Conklin was a member of the Sacramento So- 
ciety for Medical Improvement. 


+ 


Cox, J. Emir. Died December 28, 1958, aged 93. Graduate 
of Northwestern University Medical School, Chicago, IlIli- 
nois, 1895. Licensed in California in 1898. Doctor Cox was 
a life member of the Fresno County Medical Society. 


+ 


Crowe, JoHN ALEXANDER. Died December 20, 1958, aged 
54. Graduate of the Creighton University School of Medi- 
cine, Omaha, Nebraska, 1931. Licensed in California in 
1931. Doctor Crowe was a member of the San Francisco 
Medical Society. * 


Facin, JosepH. Died December 19, 1958, aged 55. Gradu- 
ate of the State University of New York College of Medicine 
at New York City, Brooklyn, New York, 1938, Licensed in 
California in 1947. Doctor Fagin was a member of the Los 
Angeles County Medical Association. 


+ 


Hussarp, Mitton E. Died in San Francisco, December 
24, 1958, aged 66, of heart disease. Graduate of University 
of Illinois College of Medicine, Chicago, Illinois, 1928. Li- 
censed in California in 1929, Doctor Hubbard was a mem- 
ber of the Los Angeles County Medical Association. 


+ 


Huceins, Benyamin H. Died in Santa Barbara, December 
20, 1958, aged 70. Graduate of The Hahnemann Medical 
College and Hospital, Chicago, Illinois, 1916. Licensed in 
California in 1916. Doctor Huggins was a member of the 
Santa Barbara County Medical Society. 


+ 


Myers, THomas, Died in Lynwood, December 19, 1958, 
aged 67, of leukemia. Graduate of University of Minnesota 
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Medical School, Minneapolis, Minnesota, 1914. Licensed in 
California in 1941. Doctor Myers was a member of the Los 
Angeles County Medical Association. 


+ 


O’DonneELL, ReyNouds J. Died in Santa Monica, Decem- 
ber 11, 1958, aged 57, of a cerebral hemorrhage, Graduate 
of Creighton University School of Medicine, Omaha, Ne- 
braska, 1929. Licensed in California in 1944. Doctor O’Don- 
nell was a member of the Los Angeles County Medical 
Association. 


+ 


OsHEROFF, SAMUEL A. Died December 26, 1958, aged 70. 
Graduate of University of Nebraska College of Medicine, 
Omaha, Nebraska, 1919. Licensed in California in 1948. 
Doctor Osheroff was a member of the San Diego County 
Medical Society. 

% 


Stern, Rosert Leo. Died in Beverly Hills, December 17, 
1958, aged 50, of heart disease. Graduate of Rush Medical 
College, Chicago, Illinois, 1934. Licensed in California in 
1934. Doctor Stern was a member of the Los Angeles County 
Medical Association, 


+ 


StoucHton, ArtHuUR VoLNEY. Died in Claremont, De- 
cember 26, 1958, aged 86. Graduate of Ohio Medical Uni- 
versity, Columbus, Ohio, 1898. Licensed in California in 
1911. Doctor Stoughton was a member of the Los Angeles 
County Medical Association. 


+ 


Watkins, Leon Haran. Died October 9, 1958, aged 75, 
of uremia and nephritis. Graduate of Johns Hopkins Uni- 
versity School of Medicine, Baltimore, Maryland, 1909. Li- 
censed in California in 1920. Doctor Watkins was a retired 
member of the Los Angeles County Medical Association and 
the California Medical Association, and an associate mem- 
ber of the American Medical Association. 


% 


WayLanpb, Criype. Died in San Jose, December 27, 1958, 
aged 75, of a circulatory ailment. Graduate of The Hahne- 
mann Medical College and Hospital of Philadelphia, Penn- 
sylvania, 1909. Licensed in California in 1910. Doctor Way- 
land was a retired member of the Santa Clara County Medi- 
cal Society and the California Medical Association, and an 
associate member of the American Medical Association. 


+ 


WELLER, THEODORE Warrorp. Died December 10, 1958, 
aged 64, of Hodgkin’s disease. Graduate of Harvard Medical 
School, Boston, Massachusetts, 1924, Licensed in California 
in 1928. Doctor Weller was a member of the Alameda-Contra 
Costa County Medical Association. 
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Cahfornia Medical Association 


1959 


Annual Session 


SAN FRANCISCO *¢ FEBRUARY 22-25 


General Scientific Meetings + Postgraduate Courses 
Technical Exhibits ¢ Scientific Exhibits 


Medical Motion Pictures 


President’s Dinner Dance 


Tuesday, February 24 * Rose-Concert Room, Sheraton-Palace Hotel 


House of Delegates 
Sunday, February 22 * Wednesday, February 25 


Registration Daily 
8:30 a.m. to 5:30 p.m. .. . No Registration Fee 
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1959 ANNUAL SESSION HIGHLIGHT 


VALLECITOS ATOMIC LABORATORY TOUR 


Tuesday, February 24, 1959 


The second general meeting of the CMA 1959 
Annual Session will be given over to a fascinat- 
ing tour through the nation’s largest privately 
financed atomic research facility. You will see 
General Electric Company’s Vallecitos Boiling 
Water Reactor doing constructive, peace-time 
work. The reactor is being used with the Pacific 


Gas and Electric Company to generate electrical 
energy—for sale. Here is an opportunity to be- 
come better acquainted with one of the marvels 
of our time. A lecturer will explain what you 
see as the tour progresses, and will answer your 
questions. Luncheon at the Old Hearst Ranch 
and bus fare are included in the price of the tour. 


LUNCHEON SPEAKERS: 


Mr. NORMAN R. SUTHERLAND, President, Pacific Gas and Electric Company 
Dr. RALPH D. BENNETT, Manager, Vallecitos Atomic Laboratory 


Tickets on sale ($5 each) at the Registration Desk 
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POSTGRADUATE 
COURSES 


during 


C.M.A. ANNUAL SESSION 


February 21 to 24,1959 + San Francisco 


California Medical Association in cooperation with 
the Medical Schools of STANFORD UNIVERSITY and 
UNIVERSITY OF CALIFORNIA, San Francisco, will pre- 
sent five Postgraduate Courses during the Annual 
Session in February. These Courses, to be held in the 
Medical Schools, will be clinically oriented and will 
include case presentations. 

You are invited to select the subject in which you 
are most interested, follow that Course, and make 
the 1959 Session the “Postgraduate Session with a 
Purpose’”—time and money well spent. 


e By STANFORD UNIVERSITY SCHOOL 
OF MEDICINE 
. TREATMENT OF HERNIA—9 hours. Spon- 
sored by the CMA Sections on General Practice 
and Surgery. 


Time: Sunday, Monday, Tuesday, February 22, 23, 
24, 1959—9:00 a.m. to 12:00 noon. 


Place: Stanford University Hospital. 
Fee: $25.00. 


. NEUROLOGY FOR PHYSICIANS—12 hours. 
Sponsored by C.M.A. Sections on General Prac- 
tice and Neurology. 

Time: Saturday and Sunday, February 21, 22, 
1959—9:00 a.m. to 12:00 noon and 1:00 to 4:00 
p.m. 

Place: Stanford University Hospital. 

Fee: $35.00. 


. OPHTHALMOLOGY—4 hours. Sponsored by 
C.M.A. Section on Ophthalmology. 


Time: Saturday, February 21, 1959—9:00 a.m. to 
1:00 p.m. f 

Place: Stanford University Hospital. 

Fee: $10.00. 


e By UNIVERSITY OF CALIFORNIA SCHOOL 
OF MEDICINE 


. FAMILY ENDOCRINOLOGY—9¥% hours. Spon- 
sored by C.M.A. Sections on General Practice, 
Internal Medicine, Pediatrics and Obstetrics and 
Gynecology. 

Time: Sunday, February 22, 1959—9:00 to 12:30 
p.m. and 2:00 to 5:00 p.m. 
Monday, February 23, 1959—9:00 to 12:00 noon. 
Place: University of California Medical Center. 
Fee: $25.00. 


. MEDICINE IN THE JET AND SPACE AGE— 
7 hours. 


Time: Sunday, February 22, 1959—9:00 a.m. to 
12:30 p.m. and 1:30 to 5:00 p.m. 

Place: University of California Medical Center. 

Fee: $15.00. 


REGISTRATION 


Sheraton-Palace Hotel: 
Friday, February 20, 6 p.m. to 10 p.m. 
Saturday, February 21, 8 a.m. to 9 p.m. 
Sunday, February 22, 8 a.m. to 5 p.m. 
Monday, February 28, 8 a.m. to noon. 


Civic Auditorium: 
Sunday, February 22, 8:30 a.m. to 5:30 p.m. 
Monday, February 23, 8:30 a.m. to noon. 


Color Television Program 


REPAIR OF HERNIA 
Tuesday, February 24, Polk Hall, Civic Auditorium 


Chairman: ROY B. COHN, M.D., Associate Professor of Surgery 
Stanford University School of Medicine, San Francisco 


A surgical clinic demonstrating operative repair of hernia will be telecast in color 
from an operating room at San Francisco General Hospital to a wide screen in Polk 
Hall. Alternative techniques will be discussed by a panel of surgeons, and questions from 
the Polk Hall audience will be relayed to panel discussants and to the operating room. 


The clinical program was arranged by the surgical services of the Stanford Univer- 
sity School of Medicine and the University of California School of Medicine at San 


Francisco General Hospital. 


Television arrangements were made by Ciba Pharmaceutical Products, Inc., and 
television production is under the supervision of Professional Closed Circuit Television 


Division of Teletalent, Inc. 
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NINTH ANNUAL 
REGIONAL POSTGRADUATE INSTITUTE 


SAN JOAQUIN VALLEY COUNTIES 


Presented by Committee on Postgraduate Activities of the California Medical Asso- 
ciation, in cooperation with Fresno, Madera, Kings, Tulare, Kern, Merced-Mariposa, 
Inyo-Mono and Stanislaus County Medical Societies and the College of Medical Evan- 
gelists, Harold M. Walton, M.D., Chairman of Graduate and Postgraduate Medicine. 


Hotel Californian, “ fresne 


March 19 and 20, 1959 


PROGRAM 


THURSDAY, MARCH 19, 1959 


9:00-10:00 a.m.—“*Rectal Reconnaissance’’—Malcolm R. 
Hill, Sr., M.D. 


10:00-11:00 a.m.—Use and Abuse of Anticoagulants— 
William Paul Thompson, M.D. 


11:15-12:30 p.m.—Two Panel Discussions (you may go to 
one of your choice) : 
PanelI: Ano-Rectal Disease 


Panel II: Arthritis—Diagnosis and Current Treat- 
ment 


12:30-2:00 p.m.—Luncheon—Question and Answer Semi- 
nar on Morning Session 


2:00-3:00 p.m.—Peptic Ulcer—Diagnosis and Manage- 
ment—Charles J. Miller, M.D. 


3:00-4:00 p.m.—*Sherlock Holmes in the Examining 
Room’”’—A. Warren Olson, M.D. 


4:15-5:30 p.m.—Two Panel Discussions (you may go to 
one of your choice) : 


Panel I: Chemotherapeutic Agents in Treatment of 
Malignant Disease 








Panel II: Controversial Indications for Hysterec- 
tomy 


5:30-6:30 p.m.—No Host Cocktail Hour 


FRIDAY, MARCH 20, 1959 


9:00-10:00 a.m.—Jaundice in the Newborn—Robert F. 
Chinnock, M.D. 


10:00-11:00 a.m.—Pediatric Urology—Roger W. Barnes, 
M.D. 


11:15-12:30 p.m.—Two Panel Discussions (you may go to 
one of your choice) : 


Panel I: Office Problems in Pediatrics 
Panel II: Diabetes—Newer Drugs—Clinical Use 


12:30-2:00 p.m.—Luncheon—Question and Answer Semi- 
nar on Morning Session 


2:00-3:00 p.m.—Cor Pulmonale—Edward C. Rosenow, Jr., 
M.D. 


3:00-4:00 p.m.—Problems in Treatment of Common 
Skin Disorders—Molleurus Couperus, M.D. 


4:15-5:30 p.m.—Panel: Pitfalls in Interpretation of Lab- 
oratory Tests 





HOST: Fresno County Medical Society ... REGIONAL CHAIRMAN: Owen K. Steinbach, M.D., 3004 North 


Fresno Street, Fresno 3, California . . 


. Institute Fee: $25.00. For additional information, contact Postgraduate 


Activities office, California Medical Association, 2975 Wilshire Boulevard, Los Angeles 5. All California Medical 
Association members and their families are cordially invited to attend. 
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PUBLIC HEALTH REPORT 


MALCOLM H. MERRILL, M.D., M.P.H. 
Director, California State Department of Public Health 


A GRANT OF $160,000 for research into the basic 
causes of child accidents has been awarded the State 
Health Department by the National Institutes of 
Health. 


Accidents in California now kill 1,100 children 
under the age of 15 each year, hospitalize 25,000 
and send another 600,000 for medical care. The hos- 
pitalization and medical care in such cases cause 
loss of some 2,000,000 school days annually. 

Recognizing that prevention of such injuries de- 
pended upon knowing why certain children were 
injured while others were not, and that only sketchy 
information was available on causes, the department 
began about five years ago to give scientific study 
to injuries. The State Health Department pioneered 
in measuring the extent of injuries in the United 
States through the 1954-55 California Health Survey 
and through local studies in San Francisco, Santa 
Barbara, and Alameda and Contra Costa counties. 

The department now is pioneering in applying 
epidemiologic methods to identify the causes of spe- 
cific types of childhood accidents, such as poisoning, 
burns and auto-pedestrian trauma. 

The grant gives further support to a nationally 
recognized epidemiology laboratory for study of 
childhood injuries which was established in 1956 by 
the Alameda-Contra Costa County Medical Associ- 
ation, the California Department of Public Health, 
23 hospitals in the two counties, the University of 
California School of Public Health, the Alameda and 
Contra Costa county health departments, and the 
Berkeley city health department. 

The laboratory currently analyzes reports on 
about 30,000 injuries a year which occur among 
children under the age of 15 in the two counties. 


7 7 7 


St. Vincent’s Hospital in Los Angeles has been 
approved by the department’s Crippled Children 
Services as a place to perform open heart operations 
using the artificial heart-lung machine. It is the 
third facility in California approved by the program 
for the performance of such operations. 


The hospital also was approved as a new center 
for the diagnosis and treatment of congenital heart 
disease, bringing to 11 the number of approved 
centers. 
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Encouraging progress by California medical sci- 
entists studying the pathologic effects of air pollu- 
tion was reported at the Second Air Pollution Medi- 
cal Research Conference sponsored by the State 
Health Department. 

Previous studies by the department and its asso- 
ciated investigators had failed to demonstrate an 
immediate effect of air pollution on death or sick- 
ness rates. At the conference it was reported that the 
death rate from pulmonary emphysema has in- 
creased 400 per cent in California in the last seven 
years. 

Pulmonary function of Los Angeles patients with 
the disease was shown to improve substantially if 
during smoggy weather the persons are kept in a 
room whose air supply is filtered through activated 
charcoal to remove the smog. 


7 v 7 


A year-end look at activities of the department’s 
new Division of Alcoholic Rehabilitation showed 
that more than 3,700 patients were admitted to treat- 
ment and a total average caseload of 1,500 was 
maintained in the seven community alcoholism 
clinics whose operating costs are reimbursed in full 
or in part by the state. 

Outpatient clinics are located in San Francisco, 
Oakland, Sacramento, San Jose, Stockton, Los An- 
geles and San Diego. More alcoholic patients were 
treated in California last year than in any other 
state, according to preliminary national estimates. 
California has an estimated 600,000 alcoholics and 
the highest estimated rate of alcoholism in the 
nation. 

Treatment consists of medical and psychological 
diagnosis, medication, individual and group psycho- 
therapy, family counseling, cooperation with Alco- 
holics Anonymous, or a combination of methods. 
Sources of clinical referrals were: Self, relative or 
friend, 37 per cent; law enforcement agencies, 29 
per cent; welfare and medical agencies, 22 per cent; 
Alcoholics Anonymous, 7 per cent; other, 5 per cent. 

General hospital treatment of acute alcoholism 
was demonstrated successfully by the division in 
1958, with the completion of projects at Mt. Zion 
Hospital, San Francisco, and the California Hospi- 
tal, Los Angeles. The demonstrations were supported 
with state funds to show that acute alcoholics could 
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be treated in the general hospital medical wards of 
private hospitals without use of locked rooms, spe- 
cial nurses or other unusual measures. 


Mt. Zion Hospital subsequently changed its ad- 
mission policy on intoxicated patients, reporting 
that no difficulties are encountered if the hospital 
staff is trained to understand alcoholism and the 
patients are screened to eliminate psychotic cases. 


? ? ? 


There is an urgent and continuing need for long 
term studies to learn more about the causes of alco- 
holism, according to scientists who met recently 
with the staff of the Division of Alcoholic Rehabili- 


tation. 


These studies into the cause of alcoholism, re- 
searchers believe, should be carried out over a five 
to ten-year period to determine, for example, what 
scientifically verifiable signs can be identified for 
diagnosing the incipient alcoholic. 


The complexity and extent of the problem makes 
it desirable to carry on applied studies to find out 
more about how public and private organizations 
can be more effective in assisting in the control and 
prevention of alcoholism. Related to this is the need 
for pinning down specifically the social factors 
which may promote alcoholism or create suscepti- 
bility to it. 

Other areas in need of investigation are: Meta- 
bolic studies to determine precisely what the effects 
of alcohol are in its process of oxidation by the 
body; evaluation studies of the use of various drugs, 
particularly stimulants and tranquilizers, during 


acute intoxication, in withdrawal stages and in con- 
tinued periods of abstinence. 


Specialties represented at the meeting included 
internal medicine, psychiatry, sociology, psychology, 
neurology, pharmacology and public health. 


? ? 7 


A five-year grant of $383,000 from the National 
Institutes of Health has been awarded the State 
Health Department for the establishment of an 
Epidemiology Training Center. 


The Center, the first established by a state health 
department, will provide opportunities for graduate 
physicians, biostatisticians, public health nurses, 
veterinarians and social scientists to learn through 
practical experience in the field and in the labora- 
tory. 

Training Center facilities will give opportunity 
for practical research as well as experience in the’ 
development of epidemiologic concepts in relation 
to newer areas of public health interest such as pre- 
vention of accidents and control of alcoholism. 


The trainees will participate in department activi- 
ties and studies, such as the tumor registry, field 
study of epidemics, cooperative studies of disease 
outbreaks in hospitals and surveillance of central 
nervous system diseases. 


They also will have opportunity to observe the 
use of epidemiological methods in studies on the 
etiologic factors in cancer, prevention of blindness, 
accidental poisonings, evaluation of the treatment of 
alcoholism, coronary heart disease and acute re- 
spiratory disease of virus origin. 
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UM AN AUKILIAL 


TO THE CALIFORNIA MEDICAL ASSOCIATION 





As our 1958-59 Annual Convention is upon us, 
months before the close of the business year for 
the county society auxiliaries, we have no conclusive 
reports to record at this time. However, from all 
indications (we observed as we visited the county 
meetings throughout the state) we are assured that 
our accomplishments will be comparable to those of 
previous years, and perhaps in many instances they 
may exceed former achievements. 


It was with great encouragement and appreciation 
that we received the report of the resolution as en- 
dorsed by the Council of the California Medical 
Association, urging all county medical societies to 
help us form county-wide auxiliaries and also urging 
all physician members of the Association to encour- 
age their wives’ participation in the Auxiliary and 
in its activities. With this kind of cooperation, we 
anticipate a substantial increase in membership, es- 
pecially in “active” membership. 

Fundamentally, we are not a social organization. 
Our objectives are definitely of a serious nature, 
peculiar to our specific organization, but a well 
rounded organization, like a well balanced life, 
needs a variety of activities to create a complete 
entity. 

In an effort to stimulate interest, we have varied 
our programs to encompass the talents and wishes 
of the majority of our members and to coincide 
with the needs in our communities. 

Most of our meetings continue to stress our prior- 
ity projects. Keeping well informed on major issues 
that concern the medical profession has become a 
standard obligation. To accomplish the aforemen- 
tioned well rounded organization, nearly every 
county auxiliary varies its medical programs with 
occasional entertainment and educational programs. 


The annual benefit parties, usually a beautiful 
fashion show or a glamorous ball, provide the means 
for the support of our many philanthropies. 





Perhaps it is difficult to think of the objectives 
that we sponsor in association with glamorous par- 
ties, but in addition to being much more fun than 
fund drives or assessments, they attract greater par- 
ticipation, with the subsequent greater revenue. 


Our social as well as our serious activities lend 
the incentive we need to fulfill our obligations to 
society and to the improvement of human relations. 


As a result of the popularity of the men’s panel 
at our Fall Conference, Mr. Robert Thomas has 
planned a repeat performance, to take place on 
Tuesday morning, February 24, in our Auxiliary 
House of Delegates at the Annual Convention. 


The main subject to be discussed is Socio-Econ- 
omics. Mr. Thomas believes that, in view of the 
current need of the medical profession to become 
more acquainted with the socio-economic factors 
with which the profession will be coping during the 
next few years, the Auxiliary should be informed 
on this subject. . 


A question and answer period will follow the dis- 
cussion. 


We are looking forward to having the panel of 
experts with us. We will welcome their first hand 
information on this matter. 


The continuous cooperation of the Association 
and of the C.M.A. personnel provides the Auxiliary 
with an intelligent understanding of the approach 
to the solution of these human relations factors. Our 
public relations and community service programs 
will be strengthened with the knowledge that we are 
well informed. We are greatly stimulated with the 
fact that you appreciate our efforts. 

“A little fire is quick trodden out, 
Which, being suffer’d, rivers cannot quench.” 
—SHAKESPEARE 
Mrs. NEWELL JONES 


President, Woman’s Auxiliary to the 
California Medical Association 
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LOS ANGELES 


The Metropolitan Dermatological Society of Los An- 
geles elected the following officers for 1959: President, Dr. 
Eliot Wolk, Sherman Oaks; vice-president, Dr. Max Popper; 
secretary-treasurer, Dr. Murray C. Zimmerman. 


* ok * 


The Second International Symposium on Myas- 
thenia Gravis will be held in Los Angeles at the Statler 
Hotel Saturday and Sunday, April 18 and 19. Papers will 
be presented by leading authorities from Belgium, Canada, 
England, France, Germany, Russia and the United States. 

Information concerning the program in detail may be ob- 
tained from Dr. Kermit E, Osserman, 4 East 89th Street, 
New York 28, New York. 


SAN FRANCISCO 


The California chapter of the American College of 
Chest Physicians will hold its annual meeting in San 
Francisco, February 21, the day before the opening of the 
88th annual session of the California Medical Association. 
Registration will begin at 9 a.m. Morning and afternoon 
scientific sessions will be held in the Rose Room and at 
noon there will be a luncheon in the Comstock Room. 


* * * 


The San Francisco Graduate Club of Phi Delta Epsilon 
will hold a dinner-dance at the Mark Hopkins Hotel, Mon- 
day, February 23, at 7:00 p.m. Reservations may be made 
through Dr. Stanley Diamond, 350 Post Street, San Fran- 


cisco. 
* *” 


The California Medical Assistants’ Association will 
hold its board of trustees meeting February 21 and 22 at 
the Sheraton-Palace. Hotel immediately before the Califor- 
nia Medical Association meeting. It was scheduled at that 
time in order that the representatives from 35 counties who 
are to attend will also have opportunity to view the portion 
of the California Medical Association’s motion picture pro- 
gram which has been planned for nurses and medical as- 
sistants on Sunday, Monday and Tuesday evenings in the 
Comstock Room at the Sheraton-Palace Hotel. 

The annual meeting of the California Medical Assistants’ 
Association will be held April 18 and 19 in Pasadena. 


* * + 
The American College of Allergists will hold a grad- 
uate instructional course in allergy at the Mark Hopkins 


Hotel, San Francisco, March 15, 16 and 17 and then its 15th 
annual meeting on March 18, 19 and 20. 





SAN JOAQUIN 


Dr. James R. Powell of Stockton became president of 
the San Joaquin County Medical Society and Dr. Clarence 
A. Luckey, also of Stockton, was named president-elect to 
succeed to the presidency next year. 
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SAN MATEO 


Dr. William H. Thompson of Burlingame was installed 
as president of the San Mateo County Medical Society at 
the annual meeting in December, and Dr. Robert O. Holmes 
of San Mateo, formerly secretary, was elected president-elect. 
Dr. Frank J. Novak of Menlo Park succeeded Dr. Holmes 
as secretary. 


SONOMA 


Dr. Lucius Button was installed as president of the 
Sonoma County Medical Society at the organization’s meet- 
ing in December, and Dr. Cedric C. Johnson was named 
president-elect. Reelected secretary-treasurer was Dr. Clay- 
ton B. Taylor. 


GENERAL 


The 14th National Conference on Rural Health will 
be held at Wichita, Kansas, March 5 to 7. The conference 
is promoted by the Council on Rural Health of the Ameri- 
can Medical Association, state medical associations and- 
farm and educational organizations. 


The program will stress mental health, problems of aging, 
nutrition, dental health, the costs of medical care and vari- 
ous aspects of health insurance. 


* * * 


The American College of Gastroenterology has an- 
nounced the establishment of an award contest for the 
best unpublished paper on research in gastroenterology or 
an allied field. This award is to be known as the Henry G. 
Rudner, Sr., Award, honoring Dr. Henry G. Rudner, Sr., of 
Memphis, chairman of the research committee of the Amer- 
ican College of Gastroenterology and former chairman of 
the board of governors of the organization. The prize will 
be $750 plus $250 for traveling expenses to present the 
paper at the 24th annual convention of the college, which 
is to be held in Los Angeles in September. 


The contest will be open to anyone with the degree of 
Doctor of Medicine from a recognized medical school or 
university. Deadline for receipt of manuscripts is June 1. 
Particulars may be obtained from the College at 33 West 
60th Street, New York 23. 


* * * 


The Eighth Congress of the Pan-Pacific Surgical As- 
sociation will be held in Honolulu, Hawaii, September 28 
through October 5 in 1960. 


All members of the profession are cordially invited to 
attend and are urged to make arrangements as soon as pos- 
sible if they wish to be assured of adequate facilities. Fur- 
ther information and brochures may be obtained by writing 
to Dr. F. J. Pinkerton, Director General of the association, 
Suite 230, Alexander Young Building, Honolulu 13. 


* & * 


The Division of Obstetrics and Gynecology of the Inter- 
national College of Surgeons announced its second annual 
competition for two awards for the best manuscripts on 
a phase of obstetrics and gynecology. The first award will 
be $500 and the second $300. 


The contest is limited to interns, residents, or graduate 
students in obstetrics and gynecology, or to those engaged 
in the practice or teaching of the specialty. The deadline for 
entries is June 1. Particulars may be obtained from Dr. 
Harvey A. Gollin, secretary of the prize committee, 55 East 
Washington Street, Chicago 2. 
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POSTGRADUATE 
EDUCATION NOTICES 





THIS BULLETIN of the dates of postgraduate education 
programs and the meetings of various medical organ- 
izations in California is supplied by the Committee on 
Postgraduate Activities of the California Medical Asso- 
ciation. In order that they may be listed here, please 
send communications relating to your future medical or 
surgical programs to: Mrs. Margaret H. Griffith, Director, 
Postgraduate Activities, California Medical Association, 
2975 Wilshire Boulevard, Los Angeles 5. 


UNIVERSITY OF CALIFORNIA AT LOS ANGELES 


Medical Terminology for Medical Center Personnel. 
Tuesdays and Thursdays, February 24 through May 
28. Twenty-six hours. Fee: $8.00. 

Research in Nursing. Tuesdays, March 3 through June 
9. Thirty hours. Fee: $25.00. 

Medical Mycology for Laboratory Technologists. 
Wednesdays, March 4 through April 22. Twenty-four 
hours. Fee: $50.00, 

Ear, Nose and Throat. Friday and Saturday, March 13 
and 14. Six hours.* 

Diagnostic Radiology. Friday and Saturday, March 20 
and 21. Twelve hours. Fee: $55.00 (includes lunch). 
Management of Sports Injuries. Wednesday and 
Thursday, March 25 and 26. Six hours. Fee: $10.00. 
Steroids. Friday and Saturday, April 3 and 4, Six hours. 

Fee: $12.50. 

Current Developments in Nutrition (Arrowhead). 
Friday, Saturday and Sunday. April 24, 25 and 26, Ten 
hours. Fee: $50.00 (includes board and room). 

Clinical Laboratory Techniques. Thursday, Friday and 
Saturday, May 21, 22 and 23. Nine hours.* 

Clinical Traineeships—Anesthesia. Dates by arrange- 
ment. Minimum period—two weeks. Fee: Two weeks, 
$150.00; four weeks, $250.00. 

Contact: Thomas H. Sternberg, M.D., Assistant Dean for 
Postgraduate Medical Education, U.C.L.A., Los An- 
geles 24. BRadshaw 2-8911, Ext. 7114. 


UNIVERSITY OF CALIFORNIA, SAN FRANCISCO 


Advances in Psychiatric Nursing. Thursday evenings, 
March 12 through April 30. Sixteen hours. Fee: $15.00. 

Diagnostic Radiology. Friday through Tuesday, March 
20 through March 24. Thirty-five hours. Fee: $80.00. 

Immunization (Children’s Hospital). Saturday, March 
21. Seven hours.* 

Enzymes—RBasic and Clinical Aspects. Thursday, Fri- 
day and Saturday, April 2, 3 and 4. Twenty-one hours.* 

Nursing in Rehabilitation. Monday to Friday, April 
27 through May 15. One hundred and five hours, No 
fee. 

Ear-Nose-Throat. Friday and Saturday, May 15 and 16. 
Fourteen hours. Fee: $40.00. 

Fundamental Practices of Radioactivity and the Di- 
agnostic and Therapeutic Uses of Radioisotopes. 


Two or three month course limited to one enrollee per 
month. Fee: $350.00. 


* Fees to be announced. 


Contact: Seymour M. Farber, M.D., Assistant Dean, De- 
partment of Continuing Medical Education, University 
of California Medical Center, San Francisco 22. MOnt- 
rose 4-3600, Ext. 665, 


STANFORD UNIVERSITY SCHOOL OF MEDICINE 


Morning Clinical Conferences, each Monday, Room 
515. Contact: D. H. Pischel, M.D., Professor, Division of 
Ophthalmology, Stanford University School of Medicine, 
2398 Sacramento St., San Francisco 15. 


Symposium on Adrenal Steroids. Friday and Satur- 
day, March 27 and 28, Twelve hours.* 


UNIVERSITY OF SOUTHERN CALIFORNIA, 
LOS ANGELES 


Cardiac Resuscitation. Sponsored by the Los Angeles 
County Heart Association each Wednesday throughout 
the year, 4 to 6 p.m. USC Medical Research Building, 
Room 211, 2025 Zonal Avenue. Residents and interns 
of Los Angeles County, and all armed forces medical 
personnel admitted without fee. Tuition for all other 
physicians $30.00, (Each session all-inclusive.) 


Basic Home Course in Electrocardiography. One year 
postgraduate series, electrocardiogram interpretation by 
mail, Physicians may register at any time and receive 
all 52 issues. Fifty-two weeks. Fee: $100.00. 


Advance Home Course in Electrocardiography. One 
year postgraduate series, electrocardiogram interpreta- 
tion by mail. Fifty-two issues: $85.00. Physicians may 
register at any time. 


Fluid and Electrolyte Balance. March 20 through 22. 
Hotel Statler, Los Angeles. In addition to introductory 
lectures, there will be supervised practice on cases 


which demonstrate electrolyte and water imbalance. 
Tuition: $75.00. 


SPECIAL ANNOUNCEMENT: Last summer a post- 

graduate refresher course held in Hawaii was so suc- 
cessful that the USC School of Medicine will offer an- 
other refresher course in Hawaii and on board the S.S. 
Lurline from July 29 to August 14. (As a time and 
money saver, round trip air travel is also possible July 
29 to August 10.) 
Contact: Phil R. Manning, M.D., Associate Dean and 
Director, Postgraduate Division, University of Southern 
California School of Medicine, 2025 Zonal Avenue, Los 
Angeles 33. CApital 5-1511. 


COLLEGE OF MEDICAL EVANGELISTS 


GENERAL SURGERY AND SURGICAL SPECIAL- 
TIES. Full-Time Basic Science Course. Accredited 
by the American Board of Surgery. 

Surgical Anatomy—Head and Neck (14 periods, 63 
hours), April 22 through June 3. Tuition: $75.00. 

Surgical Anatomy—Head and Neck (12 periods, 24 
hours), April 22 through June 3, Tuition: $35.00. 

1959 Alumni Postgraduate Convention. Refresher 
Courses, March 8 and 9 at 1720 Brooklyn Avenue; 
Scientific Assembly, March 10, 11 and 12 at Biltmore 
Hotel. Contact: Walter Crawford, executive secretary, 
316 North Bailey Street, Los Angeles 33. 


Each Six Months. Anesthesiology (6 months, full- 
time). Vacancy occurs each six months. Limited to 2 
students. Tuition: $350.00. 


CALIFORNIA MEDICINE 





For information contact: Chairman: Committee on Post- 
graduate Medicine, College of Medical Evangelists, 
1720 Brooklyn Ave., Los Angeles 33. 


CALIFORNIA MEDICAL ASSOCIATION 
POSTGRADUATE COURSES 


ANNUAL SESSION POSTGRADUATE COURSES 
BY STANFORD UNIVERSITY SCHOOL OF MEDICINE: 


Ophthalmology. 4 hours. Saturday, February 21, 9:00 
a.m. to 1:00 p.m. at Stanford University Hospital. 


Neurology for Physicians. 12 hours. Saturday and Sun- 
day, February 21 and 22, 9:00 a.m. to 12 noon and 1:00 
p.m. to 4:00 p.m. at Stanford University Hospital. 

Treatment of Hernia. 9 hours. Sunday, Monday and 
Tuesday, February 22, 23 and 24, 9:00 a.m. to 12 noon 
at Stanford University Hospital. 


BY UNIVERSITY OF CALIFORNIA SCHOOL OF MED- 
ICINE: 


Medicine in the Jet and Space Age. 7 hours. Sunday, 
February 22, 9:00 a.m. to 12:30 p.m. and 1:30 p.m. to 
5:00 p.m. at University of California Medical Center. 


Family Endocrinology. 9% hours. Sunday, February 
22, 9:00 a.m. to 12:30 p.m. and 2:00 p.m. to 5:00 p.m. 
Monday, February 23, 9:00 to 12 noon at University of 
California Medical Center. 


POSTGRADUATE INSTITUTES 


San Joaquin VALLEY CountiEs in cooperation with Col- 
lege of Medical Evangelists, March 19 and 20, Hotel 
California, Fresno. Chairman: Owen Steinbach, M.D., 
3004 Fresno St., Fresno. 


SouTHERN CountTIEs in cooperation with University of 
California, San Francisco, April 23 and 24, Disneyland. 
Chairman: E. F. Cain, M.D., 200 N. Palm, Anaheim. 


West Coast Counrtigs in cooperation with Stanford Uni- 
versity School of Medicine, May 14 and 15, La Playa 
Hotel and Golden Bough Theater, Carmel. Chairman: 
Chester G. Moore, Jr., M.D., 440 E. Romie Lane, Sa- 
linas. 


Nort Coast Counties in cooperation with UCLA School 
of Medicine, June 5 and 6, Hoberg’s Ranch, Lake 
County. Chairman: Lee Zieber, M.D., 1177 Montgomery 
Dr., Santa Rosa. 


SACRAMENTO VALLEY CouNnTIEs in cooperation with Uni- 
versity of Southern California School of Medicine, June 
25 and 26, Tahoe Tavern, Lake Tahoe. Chairman: 
Robert H. Quillinan, M.D., 616 Alhambra Blvd., Sacra- 
mento. 


POSTGRADUATE CIRCUIT COURSES 


SACRAMENTO VALLEY Circuit for Dunsmuir, Chico, 
Marysville and Auburn, in cooperation with Stanford 
University School of Medicine, begins week of March 2. 

Nortu Coast Circuit for Eureka, Ukiah and Napa, in 
cooperation with University of California, San Fran- 
cisco, School of Medicine. Begins week of March 2. 

Contact: One of the chairmen listed above, or Postgradu- 
ate Activities Office, California Medical Association, 
2975 Wilshire Boulevard, Los Angeles 5. 


v t r 
Aupio Dicest FounpatTion, a nonprofit subsidiary of the 
C.M.A., now offers (on a subscription basis) a series of 
hour-long tape recordings designed to keep the physi- 
cian abreast of current happenings in his particular 
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field. Composed of practice-useful abstracts from 600 
leading journals, with short lectures and editorial com- 
ments from prominent physicians, Audio Digest offers 
programs covering general practice, surgery, internal 
medicine, obstetrics and gynecology, and pediatrics. 


Aupio-Dicest plans to begin a new series of programs cov- 
ering the specialty of Anesthesiology. The first of these 
will be issued early this year. Those wishing to be 
charter subscribers to this tape-recorded review of what 
is new and important in the field of Anesthesiology 
should write to Mr. Claron L. Oakley, Editor, 1919 
Wilshire Boulevard, Los Angeles 57, HUbbard 3-345], 


for order form and further information. 


Contact: Claron L. Oakley, editor, 1919 Wilshire Blvd., 
Los Angeles 57. 





Medical Dates Bulletin 
FEBRUARY MEETINGS 


Avamepa-Contra Costa Mepicat AssoctATION and the: 
InstTITUTE FOR Metasotic Researcu Seventh Annual 
Symposium on Metabolic Problems. All day, February 
16 through February 18, 1959, Auditorium, Highland- 
Alameda County Hospital, Oakland, California. Con- 
tact: L. W. Kinsell, M.D., director, Institute for Metabo- 
lic Research, 2701 14th Avenue, Oakland 6. 


AmeErIcAN COLLEGE oF Cuest PuysiciaANs Fourth Annual 
Postgraduate Course on Diseases of the Chest, Febru- 
ary 16 through February 20, 1959, Sir Francis Drake 
Hotel, San Francisco, California. Contact: Executive 
director, American College of Chest Physicians, 112 
East Chestnut Street, Chicago 11, Illinois. 


Cancer Commission, CALIFORNIA MEDICAL ASSOCIATION 
Cancer Conference for Sacramento Society for Medical 
Improvement, February 17, Sacramento.* 


BAKERSFIELD SurcicaL Society Meeting, February 19, 
8:30 p.m., at Paola’s. Contact: Chas. P. Marvin, M.D., 
2628 G Street, Bakersfield. 

CALIFORNIA CHAPTER, AMERICAN COLLEGE OF CHEST 
Puysicians Annual Meeting, February 21, 9 to 5, Sher- 
aton-Palace Hotel, San Francisco. Contact: Elmer C. 
Rigby, M.D., president, 1930 Wilshire Boulevard, Los 
Angeles 57. 

Cauirornia MepicaL Association Annual Meeting, Feb- 
ruary 22 through February 25, 1959, Sheraton-Palace 
Hotel, San Francisco. Contact: John Hunton, executive 
secretary, 450 Sutter Street, San Francisco 8; or Ed 
Clancy, director of Public Relations, 2975 Wilshire 
Blvd., Los Angeles 5. 

CanceR CoMMIsSION, CALIFORNIA MEDICAL ASSOCIATION 
Cancer Conference for MeEnpoctno-LaKE COUNTIES 
Menicat Society. February 26, Ukiah.* 


MARCH MEETINGS 


Fresno, Mapera, Kincs Counties CHAPTER, CALIFORNIA 
AcaDEMY OF GENERAL Practice, One day Symposium, 
March 6, 8 to 5, Hacienda Motel, Fresno. Contact: 
Paul R. Brother, M.D., president, Fresno Chapter, 3227 
Mayfair Boulevard, Fresno 3. 

AMERICAN COLLEGE oF ALLERGISTS, March 15 through 
March 20, Fairmont Hotel, San Francisco. Contact: M. 
Coleman Harris, M.D., Secretary, 450 Sutter St., San 
Francisco 8. 


*Contact: Walter E. Batchelder, M.D., Medical Director, C.M.A. 
Cancer Commission, 450 Sutter Street, San Francisco 8. 
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CaNcER COMMISSION, CALIFORNIA MEDICAL ASSOCIATION 
Cancer Conference for Kern County Medical Society, 
March 7, Bakersfield.* 


Pioneers Memoriat Hospitat 9th Annual Postgraduate 
Medical and Surgical Convention. March 20 and 21, 
program by University of Colorado Medical School. 
Contact: George Jaquith, M.D., Secretary, Route 1, 
Box 70, Brawley, Calif. 


Nevapa Drviston, AMERICAN CANCER Society First An- 
nual Seminar, March 25 and 26, Riverside Hotel, Reno. 
Contact: Ralph Nelson, executive director, P. O. Box 
55, Carson City, Nevada. 


San Francisco Heart Association Nurses Institute 
“Care of the Cardiac Patient,” March 25 and 26, 8:30 
a.m. to 3:30 p.m., Marina Jr. High School, 3500 Fill- 
more Street, San Francisco. Contact: Jean Sullivan, 
program director, 259 Geary Street, San Francisco. 


AMERICAN ORTHOPSYCHIATRIC ASSOCIATION 36th Annual 
Meeting, March 30 through April 1, Sheraton-Palace 
Hotel, San Francisco, Contact: Donald Shaskan, M.D., 
chairman, Arrangements Committee, Veterans Admin- 
istration, 49 Fourth St., San Francisco 3. 


APRIL MEETINGS 


AMERICAN Group PsYCHOTHERAPY ASSOCIATION 5th An- 
nual Western Regional Meeting. April 2 and 3, Shera- 
ton-Palace Hotel, San Francisco. 9:00 a.m. to 5:00 p.m. 
each day. Contact: H. S. Morgenstern, M.D., Langley- 
Porter Clinic, University of California Medical Center, 
San Francisco 22. 


CALIFORNIA TUBERCULOSIS AND HEALTH ASSOCIATION and 
CauirorniaA TrupEAU Society Annual Meeting, April 
2 through 4, Villa Motor Hotel, San Mateo. Contact: 
Mrs. Mary C. French, 130 Hayes Street, San Francisco. 


AMERICAN ACADEMY OF GENERAL Practice. April 6 
through 9, San Francisco. Contact: Mr, M. F. Cahal, 
Executive Secretary, Volker Blvd. at Brookside, Kansas 
City 12, Missouri, 

Los ANcELEs County Heart Association Workshop on 
Work Simplification Techniques for Physicians, Nurses, 
Occupational Therapists, Physical Therapists, Dieti- 
tians, Social Workers. April 7, 1959, Southern Califor- 
nia Gas Co., 810 South Flower Street, Los Angeles, 9 
a.m, to 4:30 p.m, Contact: Rea M. Schneider, M.D., 
Chairman, Heart of the Home Subcommittee, 660 S. 
Western Avenue, Los Angeles 5. 


American ACADEMY OF Pepiatrics Spring Meeting, April 
13 to April 15, Sheraton-Palace Hotel, San Fran- 
cisco. Contact: Charles H. Cutler, M.D., state chairman, 
Northern California Chapter, 2615 I Street, Sacramento. 


American Acapemy OF Neurotocy. April 13 through 18, 
Statler Hotel, Los Angeles. Contact: Joseph M. Foley, 
M.D., Boston City Hospital, Boston, Secretary. 

Cancer Commission, CALIFORNIA MEDICAL ASSOCIATION 
Cancer Conference for VeNturA County Mepicat So- 
ciety. April 14, Oxnard.* 

American SurcicaL Association. April 15 through 17, 
Fairmont Hotel, San Francisco. Contact: W. A. Alte- 
meier, M.D., Secretary, Cincinnati General Hospital, 
Cincinnati 29, 

Pato Arto Mepicat Cuiinic Second Annual Medical 
Symposia: Cardiology and Immunology, April 18, 8:30 


*Contact: Walter E. Batchelder, M.D., Medical Director, C.M.A. 
Cancer Commission, 450 Sutter Street, San Francisco 8. 
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a.m., Clinic Auditorium, Contact: John F. Weigen, 
M.D., program chairman, Palo Alto Medical Clinic, 
Palo Alto, Calif. 


AMERICAN Society OF INTERNAL MeEpIcINE 3rd Annual 
Meeting. April 19, Conrad Hilton Hotel, Chicago. Con- 
tact: Clyde C. Greene, Jr., M.D., Assistant Secretary- 
Treasurer, 350 Post Street, San Francisco 8. 


AMERICAN COLLEGE OF PuysiciaNs Meeting, Conrad Hil- 
ton Hotel, Chicago, April 20-24, 1959. Contact: Mr. 
E. R. Loveland, Executive Secretary, 4200 Pine Street, 
Philadelphia 4. 


Hawa Mepicat Association Annual Meeting, April 23 
through 25, Hilo. Contact: Miss Lee McCaslin, Execu- 
tive Secretary, 510 S. Beretania Street, Honolulu 13. 


MAY MEETINGS 


Los ANcELEs County Heart Association Annual Mem- 
bership Meeting, May 6, 12 noon, Statler Hotel. Con- 
tact: C, A. Alexander, executive director, 660 S. West- 
ern Avenue, Los Angeles 5. 


THe NevapA ACADEMY OF GENERAL Practice Annual 
Meeting, May 21 through 23, Riverside Hotel, Reno. 
Program by University of Southern California School 
of Medicine. Contact: Roy M. Peters, M.D., Chairman, 
475 S. Arlington Avenue, Reno, Nevada. 


CauirorniA Heart Association Annual Meeting, May 22 
through May 24, 1959. Scientific Session and Directors 
Meeting, Lafayette Hotel, Long Beach. Contact: J. Keith 
Thwaites, executive director, 1428 Bush Street, San 
Francisco 9. 


SUMMER AND FALL MEETINGS 


Western Brancu, AMERICAN Pusiic HEALTH AssOCIA- 
Trion Annual Meeting. June 2 through 5, Sheraton- 
Palace Hotel, San Francisco. Contact: Mrs. L. Amy 
Darter, secretary-treasurer, 2151 Berkeley Way, Berke- 
ley 4. 


Rocky Mountain Cancer CONFERENCE, Scientific only, 
July 22 through 23, 9:00 a.m., Brown Palace Hotel, 
Denver. Contact: N. Paul Isbell, M.D., Chairman, 835 
Republic Building, Denver 2, Colorado. 


Nevapa State Mepicat Assocration, Annual Session, 
jointly with Reno Surgical Society, August 19 through 
22, Mapes Hotel, Reno. Contact: Nelson B. Neff, execu- 
tive secretary, P. O. Box 188, Reno. 


Saint Joun’s Hospitau Postgraduate Assembly, Septem- 
ber 10 through 12, Saint John’s Hospital, Santa Mon- 
ica, Contact: John C. Eagan, M.D., director, Postgrad- 
uate Assembly, 1328 22nd Street, Santa Monica. 


WasHINGTON State Mepicat AssociaTION Annual Meet- 
ing, September 13 through 16, Olympic Hotel, Seattle, 
Washington. Contact: Ralph W. Neill, Executive Secre- 
tary, 1309 Seventh Avenue, Seattle, Washington. 


Western InpustriAL Mepicat Association, Inc. 18th An- 
nual Meeting, held in conjunction with Third Western 
Industrial Health Conference, all day October 2 and 
3, Statler Hotel, Los Angeles. Contact: A. C. Reming- 
ton, M.D., medical director, AiResearch Mfg. Co., 9851 
Sepulveda Blvd., Los Angeles 45. 

CauirorNiA Society OF INTERNAL MEpicinE Annual Meet- 
ing, October 2 through 4, Miramar Hotel, Santa Bar- 
bara. Contact: Mrs. Mildred B. Coleman, Executive 
Secretary, or Clyde C. Greene, Jr., M.D., Secretary- 
Treasurer, 350 Post Street, San Francisco 8. 
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CIBA FOUNDATION COLLOQUIA ON ENDOCRIN-.- 
OLOGY—Volume 12, Hormone Production in Endocrine 
Tumours—G. E. W. Wolstenholme, O.B.E., M.A., M.B., 
B.Ch. and Maeve O’Connor, B.A., Editors for the Ciba 
Foundation. Little, Brown and Company, Boston, Massa- 


chusetts, 1958. 351 pages, including Cumulative Index to 
Volumes 1-12, with 58 Illustrations, $9.00. 


This volume contains the 20 papers presented at the 
twelfth Ciba Colloquia on Endocrinology. The discussions 
of each paper as well as the general discussions by the 29 
participants are also recorded. The conference set before 
itself questions concerning the value of modern biochemical 
technics in the further understanding of endocrine tumors, 
the nature of the secretory products of these tumors as com- 
pared to the secretions of the tissues from which they were 
derived, the possibility of relating the genesis of the various 
tumors with a single hypothesis, and the processes by which 
secreting tumors become independent. 

In general, the papers were selected to provide unifica- 
tion of information obtained from the older and newer tech- 
niques. The divergence of material and approaches results 
in a volume which contains work which is useful to the clin- 
ical and experimental endocrinologist as well as the indi- 
vidual primarily concerned with experimental tumorigenesis. 
One third of the volume is devoted to the induction of 
tumors of the pituitary, thyroid, gonads and adrenals in 
small animals, as well as the question of hormone depend- 
ence of these tumors, The remainder of the book is con- 
cerned with studies of the biosynthetic and secretory activ- 
ity, in vivo and in vitro of human and animal tumors of the 
thyroid, gonads, adrenal cortex, adrenal medulla, pancreas 
and placenta. The latter segment contains most of the new 
material to be found in the volume. Although much of the 
material presented is not as new as that contained in many 
of the previous volumes, the general index to the first 12 
volumes contained in Volume 12 makes it an especially val- 
uable addition to the medical library. 

Avan Goxprien, M.D. 
ok « * 


PRINCIPLES AND PRACTICE OF MEDICINE—A 
Textbook for Students and Doctors—Fourth Edition—Sir 
Stanley Davidson, B.A. Cantab., M.D., F.R.C.P., Ed., 
F.R.C.P. Lond., M.D. Oslo; Physician to H.M. the Queen 
in Scotland; Professor of Medicine and Clinical Medicine, 
University of Edinburgh; Physician-in-Charge, Royal In- 
firmary, Edinburgh; and The Staff of the Department of 
Medicine, University of Edinburgh, and Associated Clin- 
ical Units. The Williams & Wilkins Company, Baltimore, 
Maryland, 1958. 1067 pages, $8.00. 


The policy of this book as stated in the preface to both 
the First and Fourth Editions is “that no attempt should 
be made to describe every rare disease or syndrome, but to 
devote most of the space available to those disorders most 
commonly encountered in practice.” Thus it presents medi- 
cine to the student in comparatively simplified form. This 
may explain its wide popularity. The preface to this Fourth 
Edition states that four editions and three large reprints 
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THE PHYSICIAN'S Cookshelf- 


have been published within six years. In addition, the de- 
mands for the book from various parts of the world suggest 
to the author that the style, composition and presentation 
of material have met with the approval of large numbers of 
students and doctors. 

The reviewer, however, does not think it compares favor- 
ably with the better American textbooks on general medi- 
cine in completeness or up-to-date application of the basic - 
sciences to clinical diagnosis or therapeutics. For example, 
tolbutamide therapy is not mentioned in the section on dia- 
betes; steroid therapy, beyond cortisone itself, seems to be 
regarded with suspicion. The use of trade names peculiar to 
British pharmaceutical manufacturers would make it neces- 
sary for the American student to keep a British pharma- 
copeia at hand while reading the book. 

Two technical criticisms are noted. The binding is poor 
and had come loose when the reviewer received his copy. 
Pages 1059-1066 of the index are inserted upside down and 
backwards. 

While this book has merit as an elementary text we re- 
gret that we cannot recommend it as a reference for Amer- 
ican students. 

Epcar Waysurn, M.D. 


* * * 


THERAPEUTIC EXERCISE—Edited by Sidney Licht, 
M.D., Honorary Member, British Association of Physical 
Medicine, Danish Society of Physical Medicine, and the 
French National Society of Physical Medicine. Elizabeth 
Licht, publisher, 360 Fountain Street, New Haven, Conn., 
1958. 893 pages, $16. 


This book is Volume III of a series of books on aspects 
of Physical Medicine. Most physicians are ignorant of this 
aspect of medical treatment because of poor teaching at the 
medical school level and a scarcity of good articles in the 
medical literature. This.book has attempted to remedy this 
by use of 35 chapters all written by different authors on 
almost every aspect of therapeutic exercise. 

The first few chapters discuss the physiology and ana- 
tomy of motion in excellent descriptions which is easily 
understood by every physician. There are other interesting 
chapters on “Trick Movements,” “Crutch and Cane Exer- 
cises and Use” and “History.” The last half of the book 
gives the application of exercise in various disorders. The 
chapter on “Exercise in Hemiplegia” is a particularly inter- 
esting one as it discusses the gait problems of a hemiplegic 
patient in practical clinical form and the conclusions are 
those with which this reviewer is in complete agreement. 
The only criticism of this book is that in trying to do so 
much, it has necessarily been too brief in the clinical appli- 
cation of many forms of exercise. 

This book should be read by all physicians who deal with 
disorders requiring therapeutic exercise and particularly 
by orthopedists and physiatrists. It should also be available 
in all medical libraries. 

S. Matvern Dortnson, M.D. 
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POISONING—A Guide to Clinical Diagnosis and Treat- 
ment—Second Edition, W. F. von Oettingen, M.D., Ph.D., 
National Institutes of Health, U. S. Public Health Service; 
and U. S. Department of Health, Education and Welfare. 
W. B. Saunders Company, 1958. 627 pages, $12.50. 


In this second edition new descriptions have been added, 
and old ones refined, but the general character of the book 
is the same. It is a good presentation of poisoning and poi- 
sons, designed primarily for use by medical practitioners. 


After a few pages of introductory advice there is a large 
section on the diagnosis of poisoning. The first portion of 
this section describes various symptoms and signs and under 
each lists responsible poisons. Thus “corrosion of the glot- 
tis” is described generally as following the aspiration of 
caustic alkali or acids, or fumes and mists, and specifically 
the following: acetic acid (conc.), chromates, cresol, formic 
acid, lye, mercuric chloride, nitric acid, permanganates, 
phenol, sulfuric acid and zinc chloride. A second portion 
treats biochemical changes similarly, and an extremely valu- 
able portion lists laboratory tests for the identification of 
poisons in blood or urine. 


The next section deals in a little over 20 pages with gen- 
eral management. Specific ways of removing poisons and 
treating nausea, pain, coma and the like are described. 


The final section on the individual poisons, almost 400 
pages, constitutes the major portion of the book. Here are 
listed poisons from Abrus precatorius, an ornamental plant, 
and absinthe to zinc sulfate and Zygadenus venenosus, an- 
other plant. As a random example, barracuda poisoning 
will illustrate the format of the individual monographs. 
Barracuda is described as generally edible but to have 
caused repeated food poisoning. Toxicity appears to be 
seasonal but the cause is not known. Symptoms appear after 
a few hours and include metallic taste, nausea, diarrhea, 
strange paresthesias and pruritis, and finally shock. There 
may be visual disturbances and difficulty in swallowing. 
Treatment is then considered in a few lines (no specific 
measures) and there are references to the literature. 


This book should be compared with two other prominent 
and valuable books on poisoning. That by Gleason, Gosselin 
and Hodge is larger and more encyclopedic. The rarest and 
most mysterious poisonings and the greatest list of trade 
names will be found in this classic reference work. Still it 
is admirably arranged and serves physicians well. The other 
book, by Dreisbach, has the advantage of having an amaz- 
ingly complete coverage of toxicology packed into its pocket 
size. The Dreisbach is less expensive and also has some 
advantages in organization. For instance, one looks in vain 
for the word insecticide in the index or as an individual 
monograph in von Oettingen, while this leads to a useful 
section in Dreisbach, and incidentally to a more satisfac- 
tory text if used in teaching. The reader is fortunate in hav- 
ing these extremes of choice in good, modern toxicologies. 


Winpsor Cuttine, M.D. 
* a ah 


CALLANDER’S SURGICAL ANATOMY—Fourth Edi- 
tion—Barry J. Anson, M.A., Ph.D., (Med. Sce.); Chairman, 
Department of Anatomy, and Robert Laughlin Rea Pro- 
fessor, Northwestern University Medical School, and Mem- 
ber of the Staff, Passavant Memorial Hospital; and Walter 
G. Maddock, M.S., M.D., F.A.C.S.; Edward S. Elcock 
Professor of Surgery, Northwestern University Medical 
School, and Chairman of the Department of Surgery, Chi- 
cago Wesley Memorial Hospital. W. B. Saunders Com- 
pany, Philadelphia, 1958. 1157 pages, $21.00. 


A comparison of the two editions, that of 1952, the third 
edition, and the present fourth edition is of value. To the 
publisher’s credit is the new type which although about the 
same size is more easily read than that of the third edition. 
Although the titles to the subdivisions and those heading 
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the topics and the surgical discussions are set in black face 
type which makes the finding of the sections easier for the 
reader. The fourth edition has 1047 illustrations, 118 more 
than the third edition. The frontispiece which diagrams the 
autonomic nervous system is in color. A new feature of the 
fourth edition is its dedication to the author’s former teach- 
ers, namely, Frederic Thomas Lewis, Ph.D., of Harvard and 
Fredrick A. Coller of Michigan. In this reviewer’s opinion 
the Callander’s Surgical Anatomy has been the best of all 
the surgical anatomy texts. The authors of the fourth edition 
have carried on by retaining the fundamental architecture 
of the earlier editions and only modifying the constituent 
elements wherever amplified knowledge of structure or im- 
proved technical procedures called for closer adaptation to 
present-day use of the book. For instance the operation of 
stapes mobilization has been described since the last edition 
so a section has been added on the detailed anatomy of the 
stapes plus an illustration from Schambaugh’s “Surgery of 
the Ear” (a text book in preparation) detailing the tech- 
nique of stapes mobilization. 


An improvement of the fourth edition over the third can 
be seen in the section on radical operation for carcinoma of 
the breast. There are anatomical studies outlining the retro- 
sternal glands which have been included in the supra-radical 
dissections being done as a routine in some parts of the 
country. Another improvement in this section is made by 
including all the illustrations relating to radical dissections 
in that section of the treatise rather than carrying them on 
through the sections relating to diaphragm and other parts 
of the anatomy. 


On the whole it can be said that the fourth edition makes 
a good book better and brings the knowledge up to date in 
a most satisfactory manner. Callander’s Surgical Anatomy 
is recommended not only for the student and general sur- 
geon, but for the teacher who wishes to recommend a work 
where his student can get an accurate picture of required 
surgical anatomy in a form easily absorbed and remembered. 
The wealth of good illustrations in the fourth edition helps 
immensely with this problem. 


* * * 


ADVANCES IN ELECTROCARDIOGRAPHY — Edited 
by Charles E. Kossmann, B.S., M.D., Med. Sc.D., F.A.C.P., 
Associate Professor of Medicine, New York University 
College of Medicine. Grune & Stratton, Inc., 381 Fourth 
Avenue, New York, 1958. 280 pages, $9.75. 


Kossmann’s volume on Advances in Electrocardiography 
is the outgrowth of a course that Dr. Kossmann and his asso- 
ciates have given at New York University College of Medi- 
cine for the past ten years. Because of the general interest 
and the enthusiastic acceptance by physicians who wanted 
an advanced course in electrocardiography, Dr. Kossmann 
and his associates prepared the current volume. It is fairly 
technical and presents the electrophysiologic view of con- 
cepts underlying modern electrocardiography. As such it 
will be of great interest to the physician who wishes to know 
more than standard patterns of disease. 


The material covered in the book includes the bioelectrics 
of the myocardial cell, a discussion of the action potential 
of cardiac factors and the Dipole theory; and there are also 
a variety of chapters devoted to the spread and excitation 
and normal and abnormal recovery. There are detailed chap- 
ters on conduction defects, injury patterns, hypertrophy, and 
congenital heart disease, Arrhythmias are discussed to a 
lesser degree, but from a physiologic standpoint. Each chap- 
ter has an excellent bibliography which is very helpful. 

The book can be highly recommended for those indi- 
viduals who wish to understand more about the fundamental 
aspects of electrocardiography. It is well illustrated, excel- 
lently written, and amply documented with references. 
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WHAT WE DO KNOW ABOUT HEART ATTACKS— 
John W. Gofman, M.D., Professor of Medical Physics, 
University of California, Berkeley. G. P. Putnam’s Sons, 
New York, 1958. 180 pages, $3.50. 


What We Do Know About Heart Attacks is a persuasive 
analysis by Gofman of his point of view that the athero- 
sclerotic index and the blood pressure are the two factors 
which will allow a physician to predict that an individual 
patient has a greater than average risk of developing a 
myocardial infarction in the near future. The book is ex- 
tremely well written, very lucid, and the author asks pointed 
questions and attempts to answer them. A great deal of data 
from a variety of publications is included, but there is no 
bibliography, and the precise source of some of the data is 
not immediately available. The author does not append any 
data relating to the relative value of the measurement of 
serum cholesterol as contrasted to the atherosclerotic index 
as a predictive guide despite the well-known belief in some 
circles that the total cholesterol is about as good as the 
atherosclerotic index in this regard and is much less expen- 
sive to perform, and requires less equipment. 


The section on diabetes is perhaps oversimplified, and the 
author has not proved his point that diabetes accelerates 
atherosclerosis solely by influencing the atherosclerotic in- 
dex. There may well be other factors involved. 


The reviewer regrets that the author found it necessary at 
times to be sarcastic when referring to scientists who dis- 
agreed with his position, but this only emerges on occasion. 
The book can be recommended as a highly readable, clear 
account of at least two factors important in the development 
of coronary heart disease. Many of the questions that Dr. 
Gofman raises are extremely important and may lead to 
fruitful inquiry. This is true of his question: “Why is it 
that certain people in the population have low levels of the 
lipoproteins with our usual diets while others have inter- 
mediate levels, and still others have high levels?” 


* * * 


CLINICAL RADIOLOGY OF ACUTE ABDOMINAL 
DISORDERS—Bernard S. Epstein, M.D., Chief, Depart- 
ment of Radiology, The Long Island Jewish Hospital, New 
Hyde Park, New York; Associate Clinical Professor of 
Radiology, Albert Einstein College of Medicine, Yeshiva 
University, New York, New York. Lea & Febiger, Wash- 
ington Square, Philadelphia 6, Pa., 1958. 352 pages, with 
406 illustrations, $15.00. 


The importance of sound clinical radiology in the diag- 
nosis of acute abdominal disorders is now well recognized. 
This monograph summarizes radiologic findings in a series 
of four chapters headed respectively: Congenital disorders, 
neoplastic diseases, inflammatory disorders (parasitic and 
granulomatous diseases, collagen disturbances, metabolic 
disturbances, vascular disorders), and traumatic disorders 
(including foreign bodies and effects of drugs). 


Under the congenital disorders, the author considers the 
roentgen diagnostic aspects’ of some twenty-five different 
conditions ranging from diaphragmatic hernia through vari- 
ous mal-rotations, volvulus, reduplications, and pancreatic 
disorders to anomalies of the biliary tract, microcolon and 
congenital absence of the spleen. 


The neoplastic diseases considered cover the various tu- 
mors of the stomach, small and large bowel, and the various 
solid abdominal viscera. The author comments on the malig- 
nant potential of polyps. This of course is a commonly re- 
peated misconception. If one studies the prevalence of colon 
polyps and of colon cancer in adults between the ages of 
50 and 80, one notes a ratio of approximately 100 to 1. A 
small percentage of colon polyps do apparently degenerate 
into cancer. More important, a small polypoid carcinoma is 
grossly indistinguishable from a small polypoid adenoma. 
However, the undue fear regarding polyps should not be 
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perpetuated. The legend for figure 91 does not quite match 
the illustration; the latter shows a lesion in the descending 
colon rather than the splenic flexure and no evidence is ad- 
duced to prove that the neoplasm arose in the pre-existing 
polypoid lesion; it may have done so, or the lesion may have 
been cancer de novo. 

The inflammatory and miscellaneous disorders include 
peptic and non-peptic ulcerations, the various types of co- 
litis, adenitis, hepatitis and rarer granulomas. 

The final chapter deals with traumatic lesions of the dia- 
phragm, the solid viscera, and the intestinal tract; entities 
such as arteriomesenteric duodenal obstruction, radiation 
effects, drug effects, and allergy. In this chapter, the author 
notes an estimated small bowel tolerance of 2500 r (ortho- 
voltage) and 4500 r (megavoltage). These figures require 
qualification as to the volume of tissue irradiated and the 
number of days of treatment. He notes that “the effects of 
radiation injury of the small bowel due to megavoltage 
therapy are more likely to be extensive fibrosis and perfo- 
ration.” 

The work is well prepared and well illustrated, and covers 
even more than the title or size indicates. There are excel- 
lent suggestions for additional reading. The monograph can . 
be recommended to all radiologic residents and to most clin- 
ical radiologists. The author is Chief of the Department of 
Radiology of the Long Island Jewish Hospital and Asso- 
ciate Clinical Professor of Radiology at the Albert Einstein 
College of Medicine in New York. There is a good author 
and subject index. 

L. Henry Garanp, M.B. 


* * * 


WAKING BRAIN, THE—H. W. Magoun, Ph.D., Depart- 
ment of Anatomy, School of Medicine, University of Cali- 
fornia, Los Angeles, California; Veterans Administration 
Hospital, Long Beach, California. Charles C. Thomas, 
Publisher, Springfield, Illinois, 1958. 138 pages, $4.75. 


This short book presents in a concise fashion the latest 
thought regarding the brain as a thinking organ. There, is 
nobody more competent to present the material than Pro- 
fessor Magoun, since he and his group have been respon- 
sible for much of the research in the field. The fact that it 
will not be found ezsy to follow by most physicians is in- 
herent in the complexity of the subject. This is not a book 
to be picked up and read in an evening, and it is unlikely 
that a reader not fairly well up on modern technics in neu- 
rophysiology will come away with more than a superficial 
knowledge of the subject. However, it represents the best 
comprehensive review of progress relating to the brain as 
seen from the standpoint of its dynamic function that has 
so far appeared, 


Henry Newman, M.D. 
ok * sd 


SYSTEMIC OPHTHALMOLOGY—Second Edition—Ed- 
ited by Arnold Sorsby. The C. V. Mosby Co., St. Louis, 
Missouri, 1958. 682 pages, with an index of 19 pages, $25.00. 


This second edition is very comprehensive in its scope. 
The contributors are outstanding in their fields. The ar- 
rangement and the subdividing makes the book very read- 
able as well as interesting. 

The common systemic diseases involving the optical 
system as well as the rare ones are diagnosed and the 
newest treatments discussed. 

This book because of its contributors’ stature can be used 
as a handy reference. 

Today an ophthalmologist is often asked to assist the 
referring internist in a diagnostic problem. This text book 
offers great help in providing a solution to many such 
problems. 

Atrrep R. Rossrns, M.D. 
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NEUROLOGICAL BASIS OF BEHAVIOUR—Ciba Foun- 
dation Symposium—G, E. W. Wolstenholme, O.B.E., M.A., 
M.B., B.Ch., and Cecilia M. O’Connor, B.Sc., Editors for 
the Ciba Foundation. Little, Brown and Company, Boston, 
1958. 400 pages, with 109 illustrations, $9.00. 


This book contains the proceedings of a symposium 
held in London in 1957, under the auspices of the Ciba 
Foundation, in commemoration of the hundredth anniver- 
sary of the birth of the great physiologist Sir Charles Sher- 
rington. Quite properly it deals with the function of the 
nervous system which was Sherrington’s chosen field. The 
participants include almost all the well known figures in the 
field of neurological research. Although the presentations 
of individual subjects is by an authority in that field, the 
discussion that followed is most illuminating in presenting 
the thoughts of others in relation to the problem which is 
helpful in allowing the reader to form his own opinion of 
the acceptance of the theory presented. Although all physi- 
cians will not want to read the book in its entirety, it is an 
extremely useful reference work and saves a great deal of 
time that would be required to search out the contributions 
presented here under one cover. 


Henry Newman, M.D. 
* * * 


PROGRESS IN RADIATION THERAPY—Edited by 
Franz Buschke, M.D., Professor of Radiology, University 
of California School of Medicine, San Francisco, with 13 
contributors. Grune & Stratton, Inc., New York, 1958. 284 
pages, $9.75. 


In the introduction to this monograph on certain aspects 
of recent progress in radiation therapy, the editor para- 
phrases Berenson: “There seems to us a tendency to look 
on change as meaning improvement, on motion as synony- 
mous with advance, Advance means progress to something 
better, and not progress to something new; some of the 
more significant advances have lain in the rejection of inno- 


vations and re-development of methods once rejected.” The 
editor goes on to stress the importance of sound clinical 
judgment in radiotherapy, careful correlation of radiologic 
physics and gross pathology, and constant cooperation with 
colleagues in associated disciplines. Better training of radi- 
ologists, better understanding of biologic effect of radia- 
tion, and better appreciation of patient tolerance are re- 
garded as prime components of recent progress. 


The book is divided into a series of thirteen chapters, the 
first two dealing with a short history of radiation therapy 
and of radiation sources for cancer therapy. 

There is then a series of three chapters dealing with 
biologic effects, time-dose relationship and chemical modi- 
fication of radiation effects. There is an important chart 
published on page 107 illustrating skin tolerance for dif- 
ferent sizes of fields, using protracted irradiation. In subse- 
quent editions it would be worthwhile enlarging this chart, 
since it is one of the clues to the importance of “sensible” 
protraction. 

There is then a series of eight chapters dealing with 
more specific items, such as the significance of the cytohis- 
tologic response in radiotherapy of carcinoma of the cervix, 
the radiocurability of renal embryoma, the results of radio- 
therapy of malignant intracranial neoplasm, and the tol- 
erance of the central nervous system to irradiation. There 
is an excellent chapter on the present status of radiotherapy 
in carcinoma of the thyroid, a rather long one on the treat- 
ment of non-malignant diseases of the eye and a philosophic 
disquisition on radiotherapy as a medical specialty. 

Jean Bouchard stresses in the chapter on radiotherapy 
of brain tumors that he prefers orthovoltage (energy levels 
of 0.25 MEV) and careful crossfiring to megavoltage. He 
states his belief, “that there are not many cases of intra- 
cranial neoplasms which are really suitable for rotational 
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technique. Certainly, in the treatment of pituitary tumors, 
I would use only small lateral opposing fields in order that 
a minimum volume of cerebral tissue be irradiated.” 


The thirteen authors come from various parts of the 
United States, Canada and France. Most of them are clinical 
radiologists, and some effectively function or did function 
for many years in both the diagnostic and therapeutic 
spheres. This point is mentioned because the continuation 
of availability of good clinical radiotherapy in smaller cities 
in this country requires that the radiologist be competent 
in both diagnosis and therapy. 


This reviewer noted only two minor errata, On page 21, 
second paragraph, the author of the entertaining quotation 
is not given. On page 27, last paragraph, the term “beps” 
should undoubtedly be “reps.” The work is nicely printed 


and illustrated. 
L. H. Gartanp, M.B. 


PEDIATRIC INDEX—A Guide to Symptomatological 
Diagnosis and Current Management—Edwin F. Patton, 
M.D., Beverly Hills, California. The C. V. Mosby Com- 
pany, St. Louis, Mo., 1958. 639 pages, $13.50. 


This volume is a guide to symptomatological diagnosis 
and current management of pediatric disease. Any approach 
to the study of a patient by way of his leading complaints 
is most likely to be rewarding in the hands of an experi- 
enced practitioner. Accordingly, the busy pediatrician, gen- 
eral practitioner, or teacher of clinical pediatrics is likely 
to feel at home using this book, and to find it helpful. It 
would be less appropriate in the hands of a medical student. 
It consists of two main parts—the first, a symptom index in- 
tended to suggest the correct diagnosis; the second, a re- 
minder of possible differential diagnoses and confirmatory 
tests and procedures which may prove useful. 


Much depends on the thoroughness with which this sort 
of an approach is carried out. In the present instance the 
author has done an excellent job in this respect. The man- 
ner of presentation and ease of scanning is also to be com- 
mended. It is predicted this book will prove useful and 
popular. 

Wituiam Deamer, M.D. 


* * * 


PHYSICAL EXAMINATION OF THE SURGICAL PA.- 
TIENT—J. Englebert Dunphy, M.D., F.A.C.S., Professor 
of Surgery, Harvard Medical School; Director. of 5th 
Surgical Service and Sears Surgical Laboratory, Boston 
City Hospital; Consultant in Surgery, Children’s Medical 
Center; and Thomas W. Botsford, M.D., F.A.C.S., Clinical 
Associate in Surgery, Harvard Medical School; Senior 
Associate in Surgery, Peter Bent Brigham Hospital; 
Associate in Surgery, Children’s Medical Center. Second 
Edition. W. B. Saunders Company, Philadelphia, 1958. 
375 pages, $8.00. 


This book of somewhat over 300 pages and over 200 illus- 
trations is a book of procedure and technique in the exam- 
ination of a surgical patient. It is divided into two parts; 
namely, the elective examination and the emergency exami- 
nation. Each of these is again subdivided into procedures 
relating to the specific anatomical area being examined, 
and stresses not only the history but also findings which 
might be elicited in a given area. It is written for the spe- 
cific needs of student, house officer and practitioner of med- 
icine. It is indeed a book which any physician, regardless 
of specialty, might well use to refresh himself. The reviewer 
found the book most interesting and he was impressed and 
marvelled that so much knowledge could be imparted in 
such a short treatise. The authors have given concise, yet 
detailed, information. Likewise, the book is well illustrated 
and one might say well worth the money. 


C. J. Baumcartner, M.D. 
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PROGRESS IN CARDIOVASCULAR DISEASES—Prog- 
ress in Cardiac Surgery—Edited by Charles Friedberg, 
M.D. A Quarterly Publication. Grune & Stratton, Inc., 381 
Fourth Avenue, New York City 16. Volume 1, Number 1, 
108 pages. Price: Subscription to Volume 1 (four succes- 
sive issues) $8.00 in U.S.A., $10.00 elsewhere; single-issue 
price, $3.00. 


This monograph is Vol. 1, No. 1 of a quarterly journal 
devoted to progress in cardiovascular diseases, The first vol- 
ume very appropriately deals with cardiac surgery which has 
been responsible for the greatest progress in cardiology 
within the past ten years. The authors are all internation- 
ally known stars who summarize various facets of the sub- 
ject, bringing the reader up to date, Reviews of the bibliog- 
raphy quoted in the articles reveals that references of 1957 
and 1958 are included, indicating that the articles are right 
up to the minute, providing the best variety of postgraduate 
information. The authors include Doctors Friedberg, Wood, 
Hufnagel, Swan, Gibbon, Jr., Kirklin, Morrow, Cooley, and 
Baffes. 


The volume can be strongly recommended for all physi- 
cians interested in the current status of cardiac surgery. 


* * * 


ALCOHOLISM AND CALIFORNIA RELATED STA- 
TISTICS—1900-1956—State of California Department of 
Public Health—Prepared for the Division of Alcoholic 
Rehabilitation, John R. Philp, M.D., Chief. 127 pages. 


This is a very well done compilation of statistics on the 
prevalence of alcoholism and its effect on public health 
and welfare, One is struck by the low spot in the graphs 
of incidence corresponding to the period of Prohibition. It 
is of considerable interest to compare the incidence of 
alcoholism in various localities and at various times, and 
the magnitude of the problem of the intemperate use of 
alcohol is well conveyed by the figures presented. 


Henry Newman, M.D. 
* ; a * 


THE URETEROVESICAL JUNCTION—The Theory of 
Extravesicalization of the Intravesical Ureter—John A. 
Hutch, M.D., Clinical Instructor of Urology, University of 
California, San Francisco. University of California Press, 
Berkeley, California, 1958. 178 pages, $7.50. 


This small volume is a report of the work done and the 
conclusions reached by the author in his exhaustive study 
of upper urinary tract dilatation and urinary reflux, one of 
the most difficult and controversial problems in the field of 
urology. It must still be considered to a considerable degree 
unsolved, though the author’s tremendous experience and 
numerous contributions to the current literature have made 
his name synonymous with the latest thinking on the sub- 
ject. Probably no one speaks with greater authority, and the 
Hutch operation approaches at least the status of a standard 
procedure, though the author would doubtless admit that it 
is by no means universally successful. Whether this is due 
to a defect in the basic concept of the etiology, to poor sur- 
gical technique, or to an irreversible stage of the pathology, 
the urologist must decide for himself. The author indicates 
that in his hands he obtains 84 per cent of satisfactory re- 
sults, and that of 252 operations reported to him by other 
operators, 74 per cent were considered successful. Since suc- 
cessful operations are more apt to be reported it seems likely 
that these results are somewhat better than can be expected 
by the average urologist. 


In the first part of the book the author discusses the con- 
dition as it occurs in the paraplegic, basing his opinions on 
an experience of 10 years in the Veterans’ Administration 
Hospital in Richmond, Virginia, and in the California Re- 
habilitation Center in Vallejo. He attempts to explain the 
development of hydroureter and reflux on the anatomical 
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changes occurring in the spastic bladder and presents two 
proposals for the correction of the condition. The first is the 
uretero-vesical plastic procedure with which his name is 
associated—the operation mentioned above—and the second 
is sacral rhizotomy, by which the abnormal nerve impulses 
to the bladder are interrupted and the spasticity reduced. 
The technique of his own operation is well described. 


The second part of the work is concerned with the occur- 
rence of hydroureter and reflux associated with bladder neck 
obstruction and also as found in children. His final chapter 
is an outline of the management of “hydroflux,” as he calls 
it, in patients in all categories, with brief comments on the 
advantages and disadvantages of each procedure. 


There is no doubt that anyone interested in this very dif- 
ficult problem, whether urologist, neurologist, or neurosur- 
geon, must be familiar with all the important contributions 
to the subject, and there is no one better fitted to speak 
authoritively than the writer of this work. Without adequate 
personal experience, which few urologists have, one is hardly 
competent to question either the accuracy of his conclusions 
or of his therapeutic claims. But every urological or neuro- 
logical surgeon should by all means have the book and make 
himself thoroughly familiar with its contents. 

Lyte G. Craic, M.D. 


* * * 


SIR CHARLES BELL—His Life and Times—Sir Gordon 
Gordon-Taylor, K.B.E., C.B., F.R.C.S.; Honorary Con- 
sultant Surgeon to the Middlesex Hospital, and E. W. 
Walls, M.D., Ch.B., B.Se., F.R.S.(Ed.); S.A. Courtauld 
Professor of Anatomy in the University of London at the 
Middlesex Hospital Medical School. The Williams & Wil- 
kins Co., Baltimore, Maryland, exclusive U. S. agents for 
E. & S. Livingstone Ltd., Edinburgh and London, 1958. 
288 pages, $8.50. 


Gordon-Taylor and Walls have produced a vivid and in- 
tensely interesting biography of a great surgeon and anato- 


mist, Sir Charles Bell. Not only are the facts of his life 
presented but they are admirably set against an account of 
his times, a feature neglected by many biographers. Of 
greatest interest of course is the highly exciting story of 
Bell’s famous controversy with Magendie and with Mayo 
which is dealt with in interesting detail; exactly what went 
on in Bell’s mind, usually so clear and fair, is not settled. 


The book is well gotten up and it is enlivened by numer- 
ous pertinent illustrations of Bell’s dissections, his haunts 
and other interesting material. A complete bibliography of 
Bell’s writings concludes this fine volume. 

ArtHurR L, BLoomrie.p, M.D. 
* * #* 


HANDBOOK OF MEDICAL TREATMENT—Sixth Edi- 
tion—Milton J. Chatton, M.D., Director of Medical Insti- 
tutions, Santa Clara County, California; Superintendent 
of Santa Clara County Hospital, San Jose, California; As- 
sistant Clinical Professor of Medicine, University of Cali- 
fornia School of Medicine, San Francisco; Sheldon Margen, 
M.A., M.D., Associate Research Biochemist, Department 
of Physiological Chemistry, and Clinical Instructor in 
Medicine, University of California School of Medicine, San 
Francisco; and Henry Brainerd, M.D., Professor of Medi- 
cine and Chairman, Department of Medicine, University 
of California School of Medicine, San Francisco, and Phy- 
sician-in-Chief, University of California Hospitals, San 
Francisco. Lange Medical Publications, Los Altos, Cali- 
fornia, 1958. 569 pages, $3.50. 


This popular handbook of medical treatment has now 
come out in its sixth edition since 1949, The authors have 
again done an excellent job of revision. It is characteris- 
tically jampacked with therapeutic facts from cover to 
cover. We can recommend it freely as a ready reference for 
the coat pocket of the student and intern as well as for the 
medical bag of the practicing physician. 

Epcar Waysurn, M.D. 
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ATRIAL ARRHYTHMIAS, DIGITALIS AND POTAS- 
$!UM—Bernard Lown, M.D., Research Associate in Medi- 
cine, Department of Nutrition, Harvard School of Public 
Health; Junior Associate in Medicine, Peter Bent Brig- 
ham Hospital, Boston, Mass., and Harold D. Levine, 
M.D., Senior Associate in Medicine, Peter Bent Brigham 
Hospital, Boston, Mass.; Assistant Clinical Professor of 
Medicine, Harvard Medical School. Landsberger Medical 
Books, Inc., 51 East 42nd Street, New York, N. Y., 1958. 
220 pages, $6.90. 


This small monograph can be heartily recommended as an 
up-to-date account of the important relationship among 
atrial arrhythmias, digitalis and potassium. The book is an 
extension of the author’s previous book published in 1954 
and documents with case histories and frequent electrocar- 
diograms the inter-relationships among the three factors 
noted in the title from a diagnostic and therapeutic stand- 
point. The authors are well known as having been among 
the leaders in emphasizing these relationships and, there- 
fore, their work is highly authoritative as well as informa- 
tive. 

It is not clear to the reviewer why a new book was written 
rather than a revision of the old one, but perhaps this is due 
to the change in emphasis. There is a comprehensive bibli- 
ography of 198 references which is most valuable. 

The binding of the volume presented for review was in- 
ferior, and it is hoped that the publisher corrects this in 
the future production. 

The book can be highly recommended to all physicians. 


* * * 


REHABILITATION MEDICINE—A Textbook on Physi- 
cal Medicine and Rehabilitation—Howard A. Rusk, M.D., 
Professor and Chairman of the Department of Physical 
Medicine and Rehabilitation, New York University-Belle- 
vue Medical Center, New York, N. Y., and thirty-six col- 
laborators, with the editorial assistance of Eugene J. 
Taylor, A.M. The C. V. Mosby Co., St. Louis, 1958. 572 
pages, $12.00. 


This book actually represents the experiences and lessons 
learned in the management and rehabilitation of a rather 
vast array of disabilities by the staff of one of the largest 
and finest rehabilitation facilities in the world: The Insti- 
tute of Physical Medicine and Rehabilitation, with its asso- 
ciated rehabilitation services at Bellevue Hospital, Gold- 
water Memorial Hospital, University Hospital, and other 
rehabilitation facilities in New York City. The opinions and 
conclusions as to proper rehabilitative techniques are the 
results of over a decade of experience in this relatively new 
concept of medical management. 

The book contains twenty-seven chapters, each dealing 
with a specific facet of rehabilitation or long-term manage- 
ment of chronic disease. Although all of these yield valuable 
contributions to the reader’s knowledge of rehabilitation 
principles, some of them are outstanding. For example, the 
excellent chapter on rehabilitation nursing should be re- 
quired reading for every student nurse or for any type of 
nursing training program. The average general duty nurse 
knows far too little about the special techniques of nursing 
care that is required by seriously disabled patients; for ex- 
ample, the paraplegic. 

There is a chapter on braces, crutches and wheelchairs 
that could be an eye-opener to most physicians, regardless 
of specialty. As an example of this, the chapter points out 
the various types of wheelchairs and special modifications 
thereof to suit the particular needs of a disabled individual 
in terms of ease of locomotion, safety, transfer from wheel- 
chair to a bed or toilet, and sitting comfort. Such factors, 
which can contribute so much to the welfare of a handi- 
capped person, are largely ignored by physicians. 

The chapter on training the disabled housewife or home- 
maker to function with maximum efficiency in the kitchen 
and home through the use of special adaptive devices and 
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aids should be most helpful to the public health or visiting 
nurse. Occupational therapists should also find this valuable. 
Social workers and vocational counselors will find chapters 
thirteen and fourteen very informative. 

There is an excellent chapter on management and reha- 
bilitative techniques for patients disabled by metabolic dis- 
eases. Of these, the portion of the chapter devoted to arth- 
ritis is outstanding. 

In summary then, here is a most worthwhile book—an 
essential for the physician who directly is concerned with 
rehabilitation of the physically handicapped, be he physi- 
atrist, neurologist, orthopedist, or internist; a most valuable 
source of information for the general practitioner, nurse, 
physical and occupational therapist, social worker, and all 
the various disciplines which participate in the rehabilita- 
tion of the physically disabled. Doctor Rusk, the author, and 
his collaborators are to be most highly commended for a 
concise and complete presentation of what the reviewer feels 
is a much needed work. 

Kart E. Carson, M.D. 


* * * 


SOCIAL PSYCHIATRY IN ACTION—A Therapeutic 
Community—Harry A. Wilmer, M.D., Ph.D., Captain, 
Medical Corps, United States Naval Reserve, Naval Med- 
ical Research Institute, National Naval Medical Center, 
Bethesda, Maryland; Assistant Clinical Professor of Psy- 
chiatry, Stanford University (on military leave); foreword 
by Francis J. Braceland, M.D., Psychiatrist-in-Chief, In- 
stitute of Living, Hartford, Connecticut; preface by Rear 
Admiral Bartholomew W. Hogan, The Surgeon General, 
United States Navy. Charles C. Thomas, publisher, 
Springfield, Illinois, 1958. 373 pages, $8.75. 


This is a rather interesting and well-written book de- 
scribing the author’s experience in operating the admission 
ward of a large Naval Hospital as a “therapeutic commu- 
nity.” The main difference between the “therapeutic com- 
munity” and any other psychiatric ward seems to be that 
there is a measure of self-government, and an opportunity 
for the patients and staff to meet on common ground for 
discussion of their problems. Dr. Wilmer maintains that 
this concept greatly improved the management of cases ad- 
mitted to the hospital, although with the short stay that they 
had on the admission ward it is hard to evaluate this. One 
who knows Dr. Wilmer is more inclined to attribute any 
improvement to his understanding and enthusiasm, with 
attendant greater number of man-hours devoted to patient 
care, than to the system used; perhaps both played a part. 
The book should be of interest to psychiatrists and others 
having to do with the care of the mentally ill. 

Henry W. Newman, M.D. 


* * * 


APPLIED PHYSIOLOGY OF THE EYE—H. Willough- 
by Lyle, M.D., F.R.C.S.; assisted by E. Keith Lyle, C.B.E., 
M.A., M.D., M.Chir., M.R.C.P., F.R.C.S. Bailliere, Tindall 
& Cox, London, 1958. Distributed by Williams & Wilkins 
Company, Mt. Royal & Guilford Aves., Baltimore 2, Md. 
341 pages, $9.00. 


A small compact book well written by an English author- 
ity on this subject. The discussion of physiology also includes 
extensive neurological subject matter. 

The new trend seems to be in brevity which in our rapidly 
moving age is becoming necessary. 

The discussion of the higher center relationship including 
the auditovestibular system is excellent. The correlation of 
ocular, labyrinthine and neck reflexes is very interesting. 

Newer concepts of allergy and the use of vitamins is 
discussed. 

An interesting accessory is a list of works with their Greek 
derivation. Following this is a list of ophthalmological 
eponyms, which is quite good. A well worthwhile book. 

Atrrep R. Rossins, M.D. 
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